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I. INTRODUCTION 


Purpose 
The Ryan White HIV Care Program was created to enable local HIV care consortia to 


improve the quality, availability and coordination of health care and support services for 
individuals and families with HIV disease. Any reference to consortia in this manual 
refers to HIV care consortia with active contracts with the State of North Carolina for 
the utilization of Ryan White CARE Act, Title II funds. The Ryan White HIV Care 
Program is managed by the AIDS Care Branch, Division of Adult Health Promotion, 
Department of Environment, Health and Natural Resources. 


Philosophy 
The Ryan White HIV Care Program emphasizes a comprehensive continuum of care for 


persons living with HIV disease. This continuum focuses on essential outpatient health 
and support services including case management, in-homecare, mental health counseling, 
transportation services, respite care, dental care, primary health care, durable medical 
equipment, hospice care, benefits advocacy, IV medications, registered dietician, 
outpatient alcohol/substance abuse treatment, support services, emergency relief, burial 
services and legal assistance. 


The Ryan White HIV Care Program works directly with HIV care consortia to make 
funds available to the local community. Consortia have different structures, but all serve 
to provide regional coordination for the efficient and effective utilization of Ryan White 
funds. Each consortium must assure the availability of case management, transportation 
and in-home care. Availability of other services varies among consortia. 


Use of this Manual 
This manual is intended for use by administrators, case managers and others who work 
directly with consortia receiving funds from the Ryan White HIV Care Program. This 
manual explains the process for providing care to clients, requirements for billing and 
reimbursement, and other information. 


Although this manual provides adequate information for the provision of services and 
complying with State program requirements, more detailed descriptions of federal 
regulations, service regulations and case management practices can be obtained from the 
North Carolina Division of Adult Health Promotion, AIDS Care Branch. 


i) 
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Il. PROGRAM DESCRIPTION 


History of the Ryan White CARE Act 


The Ryan White Comprehensive AIDS Resources Emergency Act (CARE Act), passed 
by the United States Congress in 1990, is the first major federal legislative initiative to 
address service needs specifically for persons living with HIV disease and their families. 
There are four distinct parts to the legislation. Title I provides funds to the most 
severely affected metropolitan areas in the nation. Title I provides funds to all states 
for the provision of essential outpatient health and support services to persons living with 
HIV disease and their families. Title II provides competitively funded grants to early 
intervention programs. Title IV offers gompenuve funding for Pediatric Demonstration 


projects. 


Title II of the CARE Act 

Title I of the CARE Act permits the use of funds for four specific programs. For states 
with over 1% of the total national AIDS cases, at least 50% of the funds must be 
provided for use by local HIV care consortia. Funds may also be used for an HIV 
medications program, an insurance continuation program and for a home- and 
community-based care program. North Carolina received just over $900,000 in 1991 
through Title II, and now receives over $1.9 million in Title Il funds. Given the limited 
funds available in North Carolina targeted for the provision of care to persons living with 
HIV disease, a planning group decided to make the majority of funds available to 
regional HIV care consortia to assure the availability of service to almost anyone in the 
State, regardless of where they live. Two-hundred-thousand dollars in each of the first 
three years of the program was utilized for the provision of anti-retrovirals through the 
State’s Office of Purchase of Medical Care, HIV Medications Program. 


The Consortium Model in North Carolina 

The CARE Act describes a consortium as an association of one or more public and one 
or more private health care and support service providers and community- -based 
organizations. The consortium is the single coordinating entity with representation from 
communities most affected by HIV and by individuals living with HIV disease. The 
primary role of the consortium is to use CARE Act funds for planning, developing and 
delivering, or assuring the delivery, of comprehensive outpatient health and support 
services for persons and families with HIV disease. In the first year of the CARE Act, 
nine consortia were funded. Now entering the fourth year, North Carolina has fifteen 
consortia, covering all 100 counties, ranging in size from three to twelve county regions. 


Planning for Use of CARE Act Funds 

Each consortium must develop a process for planning the use of Ryan White CARE Acct, 
Title I funds for the region. The planning process should include participation from all 
counties represented in the consortium, communities most affected by HIV including 
minority communities, and persons living with HIV disease. A central component to the 
planning process is on-going needs assessment conducted by the consortium. The needs 
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assessment can take a variety of forms including surveys, expenditure reviews, focus 
groups, and other mechanisms for identifying gaps in services, priorities for service 
delivery and community resources. Information gathered through the needs assessment 
should help direct the planning for use of CARE Act, Title II funds. 


Developing a Service Delivery System 

As the single coordinating entity for the region, a consortium plays a central role in the 
development of a service delivery system. The consortium brings together service 
providers serving the HIV infected community, new service providers, and other 
individuals and agencies involved in the provision of care on a local or regional basis. 
Developing a service delivery system may include funding current or new services with 


Ryan White funds. 


Delivering Services 

The consortium is responsible for delivering or assuring the delivery of services for 
persons living with HIV disease in the region. The Ryan White CARE Act, Title 
funds provide a critical resource for the consortium to pay for services for persons living 


with HIV disease and their families. 


Lead Agency/Fiscal Agent 
For consortia which are not incorporated, contracts for the use of Ryan White CARE 


Act, Title II funds must be executed with a lead agency or fiscal agent. The lead 
agency/fiscal agent must be an incorporated not-for-profit organization or a public not- 
for-profit organization. The lead agency/fiscal agent serves as the recipient of the funds, 
and it the legal entity responsible for the use of the Ryan White funds within program 
guidelines. 


Ryan White HIV Care Program Year 
The Ryan White HIV Care Program year runs from April 1 through March 31. The 


State fiscal year is from July 1 through June.3Q— Contracts with localnot-for-profit. .... ..- 


organizations run the period of the program year. Contracts with local health 
departments run in the State fiscal year. Budgets for local health departments are 
allocated in two phases, the first to cover the period of April 1 through June 30, and the 
second to cover the period of July 1 through March 31. 


Distribution of Title 1 Funds 


The AIDS Care Branch determines funding levels for HIV care consortia using a funding 
formula which measures need in the consortium region. Awards are announced to 
consortia prior to the start of the grant year. All consortia are required to complete an 
application as directed by the AIDS Care Branch. 


HIV Medications Program 
The HIV Medicatiens Program, operated by the Office of Purchase of Medical Care 


Services, provides anti-retrovirals to persons living with HIV and AIDS. Clients must 
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be financially eligible and unable to receive medications from any other source. In the 
first three years of the Ryan White HIV Care Program, $200,000 in Title II funds were 
allocated each year to the HIV Medications Program. In 1993, the North Carolina 
General Assembly appropriated State funds to support this program. For more 
information about the HIV Medications Program, call (919) 733-6298. 


Most pharmaceutical companies now sponsor compassionate care programs, in which the 
company will supply medications to low-income patients for a limited period of time free 
of charge. To find out more about these programs, contact each pharmaceutical company 
directly. 


I. CLIENT ELIGIBILITY AND ENROLLMENT 


Persons who have HIV disease and who are determined to need essential outpatient health 
and support services are eligible to receive services through the Ryan White HIV Care 
Program. Family members and significant others are also eligible to receive services 


through the Ryan White HIV Care Program. 


Medical Eligibility 

A person who is determined by a health care professional to have HIV disease is eligible 
to receive services through the Ryan White HIV Care Program. There is no other 
medical eligibility criteria for this program. Adequate documentation of a person’s 
diagnosis with HIV disease must be kept in each client’s file by the agency providing 
Ryan White reimbursed services. Documentation may include: copy of confidential HIV 
test results; written statement of the client’s HIV status by a medical professional; or 
proof of participation in the State’s HIV Medications Program. 


Financial Eligibility Bae tae eee 7 
There is no financial eligibility criterion for the Ryan White HIV ‘Care Program. 


Consortia may claim from 25% to 100% of the established reimbursement rate for a 
service depending upon the client’s income. For services not 100% reimbursable by the 
Ryan White HIV Care Program, consortia may charge the client for the remainder of the 
cost of the service not covered by Ryan White funds, and not exceeding the Ryan White 
reimbursement rate. After the client has been assessed the annual maximum in client 
fees as described on Page JJ] of this document, the consortium may request 100% 
reimbursement for any service subsequently provided to the client for the remainder of 
the program year. The scale on the following page should be used to determine the 
percentage level of eligible reimbursement. 
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Enrollment 


Client Intake Form 

A Client Intake Form must be completed for each client by the end of the first month of 
service. This form must be submitted to the AIDS Care Branch by the 30th of the month 
following the first month of service. Each client should be assigned a unique client 
identifier based on the method established by the AIDS Care Branch, as described in the 
attachment. All information requested on the Client Intake Form must be answered fully. 


Financial Eligibility Application 

A Financial Eligibility Application (DEHNR 3014) must be completed and signed by all 
clients or their representatives annually from the date the first application was signed. 
This form is used to determine the eligible reimbursement level for services provided to 
the client. Any change in financial status which changes the client’s level of eligible 
reimbursement requires the completion of a new Financial Eligibility Application. It is 
the responsibility of the client to inform the service provider of any change in financial 


status. 


The Financial Eligibility Application should be kept in the patient’s file by the service 
provider or consortium. These forms should be kept for at least three (3) years following 
the cessation of services to the client and then should be destroyed by shredding. In the 
case of an audit by the Federal funding agency, the State Auditor’s Office or the AIDS 
Care Branch, the Financial Eligibility Application will be reviewed to assure compliance 
with the reimbursement schedule requirements. 


IV. SERVICE PROVISION ~ 


Service Descriptions 
Most service definitions are based on Medicaid standards for service. An abbreviated 


description of services is attached to the end of this document. For any Ryan White 
covered service with a comparable Medicaid service, the Medicaid standard for service 
provision is applicable to the Ryan White HIV Care Program. For all other services, 
standards for service provision are established by the Ryan White HIV Care Program. 


Service Reimbursement Rates 


Reimbursement rates for services have been established by the Ryan White HIV Care 
Program. Consortia may request reimbursement for services at or below the approved 
rates. For any Ryan White covered service for which there exists a comparable 
Medicaid service, the current Medicaid rate for reimbursement is used for the Ryan 
White HIV Care Program. All Medicaid reimbursement rates are subject to change by 


—s 
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the Division of Medical Assistance, the State’s Medicaid administrator. Any change in 
the State Medicaid rate should be considered applicable to the Ryan White HIV Care 
Program. All other rates established by the Ryan White HIV Care Program are subject 
to change by the AIDS Care Branch only. 


Limitations on Services 

Ryan White funds are reimbursement of last resort. Only after all other sources of 
payment have been exhausted may a service provider bill the Ryan White HIV Care 
Program. Medicaid is considered the primary payor for Medicaid eligible individuals, 
and should be billed prior to the Ryan White HIV Care Program. Ryan White funds 
may not be used to purchase medications. There is no other limit to the number of 
services available to a client with Ryan White funds. Consortia, however, may establish 
their own limits on service delivery, including: per patient caps on services; financial or 
medical eligibility; or services offered. Any limitation established by a consortium must 
remain within the parameters set by the Ryan White HIV Care Program. 


Fees for Services 
Clients may be charged fees for services not eligible for 100% reimbursement under the 


Ryan White HIV Care Program. The fee charged to the client may only be for the 
amount unpaid by the Ryan White HIV Care Program, not to exceed the Ryan White 
reimbursement rate. If a consortium or a designated service provider chooses to charge 
the client a fee for a Ryan White service, the consortium must assure that the annual total 
fees charges to the client does not exceed the maximum allowed by the Ryan White HIV 
Care Program. When a client has been charged the annual maximum fees allowable 
based on this scale, the Ryan White HIV Care Program may be billed for 100% for 
services provided to the client for the remainder of the program year. Total annual client 
fees may not exceed a peigentage of the client’s annual income based on the scale on the 
following page. 
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V. BILLING AND REIMBURSEMENT 


Billing Schedul 

Monthly reports are due to the AIDS Care Branch no later than the 30th of each month 
for the previous month’s services. Monthly reports must include new Client Intake 
Forms, Client Service Use Forms, and a Summary Patient and Match Expenditure 
Reporting Form. All consortia must also submit a Contract Expenditure Report, except 
for consortia for which local public health departments serve as the lead agency/fiscal 
agent. Failure to submit complete and timely reports will delay reimbursement. 


Required Forms for Submission 


Client Intake Form 
The Client Intake Form must be completed for each new client entering the Ryan White 


HIV Care Program and submitted by the 30th of the month following the first month of 
service. 


Client Service Use Form 
The Client Service Use Form must be completed and submitted by the 30th of each 


month for services rendered the previous month. 


Contract Expenditure Report 

A Contract Expenditure Report (DEHNR 2481) should be completed and submitted by 
the 30th of each month for services rendered the previous month. The total 
reimbursement request on the Contract Expenditure Report for services should equal the 
total dollar amount for services rendered on all the Client Service Use Forms. 


LOCAL PUBLIC HEALTH DEPARTMENTS: 

A local public health department serving as the lead agency/fiscal agent for an 
HIV care consortium is not required to submit the monthly. Contract Expenditure 
Report. Ryan White expenditures should be reported in the quarterly report 
prepared for all programs under State contract. 


Summary Patient and Match Expenditure Reporting Form 

A summary of all fees paid by clients and all matching contributions must be reported 
by the 30th of each month for services rendered the previous month. Any adjustments 
in requested reimbursement should be reflected on this form. 


Contract Budget Form 

Once the annual contract and budget are in place, a Contract Budget Form (DEHNR 
2482) is completed only when it is necessary to move funds between budget lines. For 
example, this would be necessary if it is anticipated that expenditures in a given line-item 
may exceed the amount originally budgeted. 


‘. 
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LOCAL PUBLIC HEALTH DEPARTMENTS: 

A local public health department serving as the lead agency/fiscal agent for an 
HIV care consortium must submit a Local Public Health Department Budget form 
(DEHNR 2948) in order to move funds between budget lines. 


VU. PROGRAM MONITORING AND EVALUATION 


Program Audit and Evaluation 
Consortia participating in the Ryan White HIV Care Program are required to obtain an 


independent financial audit and to allow for additional audits are requested by the Federal 
funding agency, the State Auditor’s Office or the AIDS Care Branch. 


Health Resources and Services Administration Audit 

The Health Resources and Services Administration (HRSA), the Federal funding agency 
for the Ryan White HIV Care Program, has the right to conduct periodic audits of those 
agencies contracted for the utilization of Ryan White CARE Act, Title II funds. An 
audit conducted by HRSA will seek to determine compliance with program agreements 
and assurances, and other program guidance established by the Ryan White CARE Act 


and HRSA. 


Annual Independent Financial Audit 
As required in the contract with the State of North Carolina, each consortium’s lead 


agency is required to have an annual independent financial audit. More detail on this 
requirement is included in the contract signed by the lead agency/fiscal agent. 


LOCAL PUBLIC HEALTH DEPARTMENTS: 

Local public health departments are required to be audited annually as part of the 
contract with the State of North Carolina. Health departments are not required 
to obtain a separate independent financial audit for the Ryan White HIV Care 


Program. 


Audit by the State Auditor’s Office 

The State Auditor’s Office may choose to conduct an audit of any organization 
contracting with the State of North Carolina. Some reasons the State may choose to 
conduct an audit include a request from the AIDS Care Branch or other State program 
office and/or deficiencies cited in the annual independent financial audit which raise 


concerns. over the management of the program. 


Program Audit and Evaluation 

The AIDS Care Branch may choose to conduct program audits. The purpose of the 
program audit is to determine compliance with program regulations and to evaluate 
effectiveness of consortium strategies for implementing the Ryan White HIV Care 
Program. The audits conducted by the AIDS Care Branch may include review of client 
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files, financial records, and staff/agency interviews. As part of the program audit, the 
AIDS Care Branch may request additional written materials and client data. 


Monitoring of Expenditures 
Expenditures by consortia are monitored by the AIDS Care Branch on a quarterly basis. 


Any consortium spending less than 40% of its total award by the end of the second 
quarter of the program year (September 30) will be requested to agree to reduce the 
contract amount for that consortium in order to assure that all Title II funds are expended 
by the end of the program year. These funds will then be reallocated to HIV care 
consortia which have spent at least 65% of their contract funds by the end of the same 


period. 


ss 


HIV CARE CONSORTIA 


April 1, 1994 


Coastal Carolina HIV Onslow County Health Dept. Clinnie Picket | 910-347-2154 
CARE Consortium 612 College Street FAX 910-347-7941 
Jacksonville, NC 28540 


Dogwood P.O. Box 1764 Michael Outen 910-486-8275 
Consortium Fayetteville, NC 28302-1764 800-521-8275 
FAX 910-483-6267 


Down EastHIV/AIDS Martin-Tyrrell-Wash District Kittie Davis 919-792-7811 
Consortium Health Department FAX 919-792-8779 
210 W. Liberty Street 
Williamston, NC 27892 


Eastem NC P.O. Box 8685 Kimberly Scott 919-830-6165 
HIV/AIDS Consortium Greeneville, NC 27835 FAX 919-830-0277 
Eastem Triad P.O. Box 1987 Laura Mrosla 910-275-8333 

HIV Consortium Greensboro, NC 27402-1987 FAX 910-378-6611 


Five Area Northampton Co Health Dept Greta Flythe 919-534-5841 
Consortium P.O. Box 635 919-534-5851 
Team Jackson, NC 27845 FAX 919-534-1045 


Jeff Jones HIV Health PPCC District Health Dept. Robin Temple 919-338-4353 
CARE Consortium of P.O. Box 189 FAX 919-338-4364 
the Albemarle Elizabeth City, NC 27907 


Nantahala AIDS P.O. Box 55 Janice Patterson 704-389-8052 
Consortium Hayesville, NC 28904 FAX 704-389-8533 


Nash-Edgecombe-Wilson P.O. Box 2723 Patricia Hunter 919-977-3730 
Counties HIV/AIDS Rocky Mount, NC 27802 FAX 919-985-0341 
Consortium 


Northwest CARE United Way of Forsyth Co. Dallice Joyner~ 910-721-9332 
~.Consortium ----. | P.O. Box 20669 FAX 919-724-1045 
Winston-Salem, NC 27120 


Piedmont HIV Health P. O. Box 3203 Susan Sachs 919-286-5595 
CARE Consortium Durham, NC 27715-3203 


Regional HIV/AIDS 301 S. Brevard Street Ellie Perzel 704-371-6342 
Consortium Charlotte, NC 28202 FAX 704-375-7997 


Ryan White P. O. Box 2987 Michele Francois 704-322-1447 
Foothills Consortium Hickory, NC 28603 FAX 704-322-8795 


South Central HIV Moore County Health Dept. Bengie Hair 910-947-3300 
CARE Consortium P.O. Box 279 FAX 910-947-1663 
Carthage, NC 28327 


HIV Care Consortia 


April 1, 1994 


CONSORTIUM COUNTIES SERVED 
Coastal Carolina HIV CARE Consortium | Brunswick, Carteret, New Hanover, 
Onslow, Pender 


Dogwood Consortium Bladen, Columbus, Cumberland, 


Duplin, Harnett, Robeson, Sampson, 
Scotland 


Down East HIV/AIDS Consortium Hyde, Martin, Tyrrell, Washington 
Eastern North Carolina Beaufort, Craven, Greene, Johnston, 
HIV/AIDS Consortium Lenoir, Pamlico, Pitt, Wake, Wayne 

Eastern Triad HIV Consortium Alamance, Caswell, Guilford, 
Randolph, Rockingham 
Five Area Consortium Team Bertie, Gates, Halifax, Hertford, 
Northampton 


Jeff Jones HIV Health CARE Camden, Chowan, Currituck, Dare, 
Consortium of the Albemarle Pasquotank, Perquimans 


Nantahala AIDS Consortium Cherokee, Clay, Graham, Jackson, Macon, 
Swain 
Nash-Edgecombe-Wilson Counties Edgecombe, Nash, Wilson 
HIV/AIDS Consortium 
Northwest CARE Consortium Alleghany, Ashe, Avery, Davidson, Davie, 


Forsyth, Mitchell, Stokes, Surry, Watauga, 
Wilkes, Yadkin 


Piedmont HIV Health - Chatham, Durham, Franklin, Granville, 
CARE Consortium Lee, Orange, Person, Vance, Warren 


Regional HIV/AIDS Consortium Anson, Cabarrus, Cleveland, Iredell, 
Gaston, Lincoln, Mecklenburg, Rowan, 


Stanly, Union 


Ryan White Foothills Consortium Alexander, Burke, Caldwell, Catawba 
South Central HIV CARE Consortium | Hoke, Montgomery, Moore, Richmond 


Western North Carolina Buncombe, Haywood, Henderson, 


HIV/AIDS Consortium Madison, McDowell, Polk, Rutherford, 
Transylvania, Yancey 
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Ryan White HIV Care Program 


Consortium I.D. Numbers 


| I.D. Number | Consortium Name | 
| 06 | Pesimont HIV Health Care Consortium | 
| a7 | Regional HIV/AIDS Consortium 
| 08 | Ryan White Foothills Consortium 
| 09 | Western North Carolina HIV 
| 12 | Nantahala AIDS Consortium 
| 13___| Nash/Edgecombe/Wilson Counties HIV/AIDS Consortium _| 
[4 | Down East HIV/AIDS Consortium 
pS | Five Area Consortium Team 


Ryan White HIV CARE Program 
Unique Client Identifier 


May 17, 1993 


Purpose 
Maintaining client confidentiality is.essential when providing health and 


support services to persons living with HIV disease. The purpose of the 
unique client identifier is to allow service providers to bill for services and 
submit pertinent client data to the state without jeopardizing client 


confidentiality. 


Methodology 


In creating the unique client identifier, take the first initial of the last 
name, followed by the first initial of the first name, the six digit date of 
birth (month/day/year), and assign the number "1” if the client is male 
and the number "2" if the client is female. 


Last Name Initial, First Name Initial, DOB, 1=male or 2=female 


The unique client identifier should be used in lieu of client names when 
completing any state or federally required reporting forms. 


North Carolina DEHNR, Division of Aduit Heaith Promotion, AIDS Care Branch, PO Box 27687, Raleigh, NC 27611-7687 
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rive-Oloelf STATE/COUNTY CUUtS 


(continued) 


eee 


Geograpnic Area State/County Geographic Area State/County 
Code : Code 
eee 
Seance 3 PASQUOTANK 37139 
A 7001 
ALEXANDER 37003 PENDER abn 
ALEEGHANY 37005 PERQUIMANS 37143 
ANON 37007 PERSON 37145 
ase 37009 Bi 37149 
AVERY 
BEAUFORT 37013 een ae 
corre 37015 RICHMONO 37153 
ee 37017 ROBESON 37155 
BRUNSHICK 37019 ee ait 
W 37159 
sien Sees RUTHERFORD 37161 
SAMPSON 37163 
CABARRUS 37025 SCOTLAND 37165 
CALOWELL 37027 *~ STANLY 37167 
CAMDEN 37029 STOKES 37169 
CARTERET 37031 SURRY 37171 
CASHELL 37033 SWAIN 37173 
CATARBA 37035 TRANSYLVANIA 37175 
CHATHAM 37037 TYRRELL 37177 
CHEROKEE 37039 UNION 37179 
CHOWAN 37041 ‘< VANCE 37181 
CLAY 37043 WAKE 37183 
CLEVELAND 37045 WARREN 37185 
— COLUMBUS 37047 WASHINGTON 37187 
CRAVEN 37049 WATAUGA 37189 
CUMBERLAND 37051 WAYNE 37191 
CURRITUCK 37053 WILKES 37193 
DARE 37055 WILSON 37195 
DAVIDSON 37057 YADKIN 37197 
DAVIE 37059 YANCEY 37199 
DUPLIN 37061 
DURHAM 37063 
EDGECOMBE 37065 
FORSYTH 37067 
FRANKLIN 37069 
GASTON 37071 
GATES 37073 
GRAHAM 37075 
GRANVILLE 37077 
GREENE 37079 
GUILFORD 37081 
HAL IFAX 37083 
HARNETT 37085 
HAYWOOD 37087 
HENDERSON-- mer = 337089220 
HERTFORD 37091 
_ HOKE 37093 
HYDE 37095 
IREDELL 37097 
JACKSON 37099 
JOHNSTON 37101 
JONES 37103 
LEE 37105 
LENOIR 37107 
LINCOLN 37109 
MC DOWELL 37111 
MACON 37113 
MADISON 37115 
MARTIN 37117 
MECKLENBURG 37119 
MITCHELL 37121 
_ MONTGOMERY 37123 
MOORE 37125 
NASH 37127 
NEW HANOVER 37129 
NORTHAMPTON 37131 
ONSLOW 37133 
ORANGE 37135 


PAMLICO 37137 


PLESEE PRENT OR TYPE FINANCIAL ELIGIBILITY APPLICATION 
North Carolina Ompasuremrt of Envrorwrestt, 
1, Laat Narre First Name " MI Haaith, and Nature’ Remarc 
Purcteme of Macticoa! Care Services FOR POC ONLY 


a fi O 
eae DWE res Fo 


[Monn | Dey | veer | | 7. Resident of N.C. &. Case Number 
4, Race ((]1. write = [[]2 eieck [a amina [(]4 otner OC Yee [No 
5. Sax fed) 1. Male Ge} 2 Ferme 
6. County of Ramance | | | | > an 
Address Strest or RFD 
City <ip Code 10, Number of Adults in Famity 
Number of Chil in Famii 
Telephone # Home i Work erage 0 Cligeaes Mt Faawy. 
Total Number in Famity Unit 
11, Femily Members with an income and otner Adults in Family Unit | List all Exployers or Sousrcss at 
Incorre/Renn for None Oates 
Name Soc. Sec No. tor 12 Month Pertod From To 


12, “qibility for other Programa 


12. Tota! Gross Femily Income’ 


Alcare Part A O Yes O No OD Pending 
ey Pat Ove Ono (pwning Fuderni, State & Soc. Sec. Tax 
Medicaid O Yes O No O Percting 
Medicaid # Income After Taxes 


Eligibility; © ct ja 


Total Amoumt Income After Taxms 
(2um of both columns) 


Medical expurums paid or incured during past 
12 monthe not covered by « third party nor 
fequaaxad for program Coversye.”” ——————— 


Ouciuctibie child day care expwrume*° [| 
Other deductions ({epecity): 9 S$ 


18. Wan patents problem caused by an secidan?’ (] Yeu? LI Neo = en Teele SS er 
tt yea, Ilability compensation ia (] Pending (J Awarded Oo Pues Out Annual Net income ee 
16. HEALTH INSURANCE COVERAGE 
OC Incividual (] Group (J CHAMPUS- [J None 
Company ——— —— Company ——— 
Policy No. FRC UN Cy ING sa 
Claims Address — Claims: AGG 086 a 
————————————————————— — Telephone Telephone —______ 
Policyholder Policyholder i ——————————————— 
ts patient covered? (1) Yes (J No \s this HMO?(] Yes [J No Is patient covered?(] Yes (J No Is this HMO? (] Yes (1) No 


17. |-hereby certify that | have read or the interviewer has read to me the terms and conditions contained on the back of this form and that | agree to comply with them. | aiso 
certify that | have been provided opportunity to ask the interviewer questions about these terms and conditions and that | understand the arswers | was given. 


 stleant’s ; Retatarship 
_ -gnamure to patiart 


18. | cartity that | have explained the terms and conditions conmined on the back of this form to the applicant and have witnessed his signature. The information provided tome 
by the applicant indicates that the above patient meats does not meet the income eligibility scsie tor the following programs 


Oats 


OYeQNo ————————____.__.___. ——() Yes) No Home Haat Gilling % ——— 
Agency Narre Cate _. 
and 
Intervrewer's eS ( ) 


Signature 


ia a 
DEHNR 2014.1 (Revised 1/90) See ~ inf ad eligibitity manual for use of this form tor WIC Prog: «1. Nuutrion Tithe XX duciaration. or Home Health. 
Be tiles). 20 ees ates Aone Comte (Se 1 + Cee inininiewe An heck rererdina comoutation of income. = 
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INSTRUCTIONS 


| Purpose: To provide financial eligibility information required for approval of services requested through any of the following programs: 


Three-part form is used for Children’s Special Health Services, Cancer Program, Kidney Program, Sickle Cell Program, and Tubercr 


rogram. 
TWo-part form is used for Nutrition Title XX. 
One-part form is used for Home Health, School Health Funds, Maternal and Child Health Delivery Funds, and WIC Program. 


* Financial interviewer will complete form when service authorization is requested unless a current form is already on file. Formis valid for twelve 


months from date of applicant's signature except for WIC which is valid until time for recertification. Renew any time changes occur in the 
family financial status which might affect eligibility. 

Preparation: Please consult Financial Eligibility Manual for instructions as well as definitions of family size and income to be included. You may 
show the income in either the column labeled “Gross Income” or the column labeled “Income After Taxes.” Do not use both columns for the 
Same source of income. 


,) - 
Special instructions for items: 


= 


1. When determining annual income, list all employers or sources of income for the 12-month period preceding the application and report 
income fram those sources. If any of the wage eamers was unemployed at any time during that 12-month period, his income should be 
figures by counting actual income from the previous 6 months and adding a projection of his income for the coming 6 months. 


13, Deductible child day care expenses are day Care expenses forany child under 1§ years ofageand for any handicapped child regardless 
Of age. This deduction can only be claimed if both parents work or are disabled. (For asingle parent family, the parent must be working or 
disabled.) 


Deductible medical expenses are those incurred by a family member during the past 12 months or payments made by the family during that 
Period. Medical expenses paid by any third party camier or assistance program or requested for coverage cannot be used as deductions. 
Exception: For a medical expenditure that covers multiple days, the applicant may use charges for the number of days necessary to meet the 
deductible and then request coverage of the remaining days of the medical service.) 


"SEE SPECIAL INSTRUCTIONS IN FINANCIAL ELIGIBILITY MANUAL FOR USE OF THIS FORM FOR WIC PROGRAM, TITLE xx 


« NUTRITION, OR HOME HEALTH. 


. Retention: The original (blue-copy) is to be re 


fe Services. Applications for WIC, Nutrition Title XX, Home Health, School Health Funds, and Maternal and Child Health Delivery 


Mailing: Forallprograms (except those specified below), mail the original blue copy with required documentation to the Purchase of a sal 
Should be retained in the health department and should not be mailed to the Purchase of Medical Care Services office. : 


Mailing Address: Purchase of Medical Care Services, P.O. Box 27687, Raleigh, NC 27611-7687. 


tained in the Purchase of Medical Care Services office for 18 months and then stored for an 
ts are met. The yellow copy with required documentation attached is to be retained by the financial 
be given to the applicant. For programs that make payment through the local health department, the 
h department for five years and the yellow copy is given to the applicant. 


imitional 4 years or until audit requiremen 
orc ewer for 2 years. The white copy is to 
9!Nai (blue copy) is retained in the healt 
: Mailing Unit, Department of Environment, Health, and Natural Resources, P.O.Box 27687, Ralei h,NC 

be ordered from t the one-part, two-part, or three-part forms. , 


TERMS AND CONDITIONS FOR APPLICANT 


piditional forms may 
11-7687. Please specify whether you wan 


lagree to noti ; : ithin 30 days about any changes in the patient's address, financial ily situati 
Notify the interviewer within 30 days< ly cna i resources, expenses, family situation, or 
health insu BS ele that might affect his or her. eligibility for Department payment programs for WIC Program, or Nutrition Title XX. | 
Cartity that the information | have provided is a true and complete statement of facts according to my best knowledge and belief. | understand 

ed by a state or féderal reviewer, and | agree to provide the financial records requned to carry out this 


at information provided may be check se : : 
'NVestigation. | also understand that my employer may be asked to verify information conceming my income. 
| @ssign insurance benefits to the Department. | agree to repay the Department any money | receive from insurance or liability settlements for 


' S8rvices or appliances which the Department purchased for me. | understand that such payments should be mace to the Department within 45 


cle of the date that | receive them and that the amount paid to the Department should not exceed the amount the Department paid the 
TOvider. ( 

lUnderstand that the Social Security numbers requested on this form are not required for approval of service but may be used asthe basis for 
4 Patient identification number and to check with various governmental agencies to verify income information. 

‘understand that my eligibility for Medicaid will be checked. | hereby authorize and agree to a free exchange of information between the 
Division of Medical Assistance and the Department of Environment, Health, and Natural Resources relating to financial information and the 
amount of services provided by either program , 

| hereby authorize the interviewer and service providers to release to the Department and its affiliate programs the information provided on 
this form and also the medical records of the patient which pertain to medical services or appliances for which reimbursement is being sought 
from the Department 

| also authorize release of this information to the county health department where the patient resides and/or receives services. '_ 
authorize release of the information on this form to all health departments and hospitals in North Carolina. These disclosures shall be made 1or 
Purposes of determining. the patient's eligibility for Department payment programs and for conducting program evaluation. 

| voluntarily give my consent to the terms of this release. My consent shall be valid for a period of one year. | further understand that | may 
revoke my consent at any time. Such revocation does not affect the validity of my consent for information disclosed prior to the revocation. 

| understand that | may appeal the denial of this financial eligibility application. Information on how to appeal the denial can be obtained by 
writing to the Oftice of Purchase of Medical Care Services, P. O. Box 27687, Raleigh, NC 27611-7687. | understand that payment by the 
Department for heaith care provided to the patient is dependent upon the patient meeting all financial and medical requirements, timely 
submission of authorization requests and claims, and the availability of funds. 


SECTION A: FINANCIAL ELIGIBILITY 


Financial eligibility for Department of Environment, Health, and Natural Resources (DEHNR) payment program 
coverage must be established for a patient before medical services may be authorized and reimbursed from 
Department funds. A financial eligibilicy application (Form DEHNR 3014) must be completed by a financial 
interviewer and submitted to the Purchase of Medical Care Services (POMCS) Office for approval. 


1. BEFORE COMPLETING THE FINANCIAL ELIGIBILITY APPLICATION 


a. 


When must an application be completed? 


A financial eligibility application must be completed annually or any time there is a change in the patient’s 
family size or financial starus which might affect his eligibilicy. The financial interviewer is responsible for 
informing the applicant of this requirement. Financial eligibility is based on the income of the family 
members (refer to Definition of Family, pgs. A3-A5) living in the household at the time the application is 


being completed. 


If medical care is being requested to cover a time period which extends beyond the patient’s approved 
financial eligibility period, a new financial application must be completed. If a new application is not 
submitted, the request will only be authorized through the date the current eligibility period ends. 


When inpatient services are requested, a financial eligibility application with required documentation of 
earned income is needed. Applicants whosubmitapplicadons without documentation of income may only 
be authorized for outpatient services. If coverage for inpatient care is requested later, documentation must 
be submitted before the service may be authorized. In some cases, this may mean completing a new 


application. 


Who should complete the application? 


The financial eligibility application should be completed by a trained financial interviewer who has 
interviewed the applicant. The applicant should never be asked to complete the form by himself. Usually 
financial interviews are handled by staff in hospitals, physicians’ offices or health departments who have 
been trained by DEHNR personnel or who have a thorough understanding of POMCS rules affecting 
eligibility. Anyone who would like information about eligibility training should contact the Purchase of 


Medical Care Services Office at (919) 733-3091. 


Obraining the applicarion form 


All parts of the financial eligibliry application form (DEHNR 3014) may be ordered from the Purchase of 


Medical Care Services Office, P-O. Box 27687, Raleigh, N.C. 27611-7687. — 2. -- 


The three-part form (3014-3) is used for Children’s Special Health Services Program, Cancer Program, 
Kidney Program, Sickle Cell Program, HIV Program, and Tuberculosis Program. The original blue copy is 
submitted co the Purchase of Medical Care Services Office, the yellow copy is kept in the financial 
interviewer's files, and the white copy is given to the applicant. 


The cwo-part form (3014-2) is used for Nurricion Title XX. The interviewer keeps the original blue copy 
and the applicant receives the yellow copy. 


The one-part form (3014-1) is used for Home Health, School Health Funds, Maternal and Child Health 
Delivery Funds, Epilepsy Medication Component of the Epilepsy and Neurological Program, and the WIC 
Program. The financial interviewer keeps the original. 


The financial interviewer is required to keep the yellow copy of the financial application on file for a period 
of 2 years. For programs that make payment through the local health deparmment, the original (blue copy) is 
retained in the health department for 5 years. 
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2. COMPLETING THE FINANCIAL ELIGIBILITY APPLICATION 


The financial eligibiliry application must contin the following informacon. While these instructions refer 
specifically ro information requested on form DEHNR 3014 (revised 2/87), they also apply co previous versions 
of the same form. A copy of the DEHNR 3014 is found in the Appendix (pg. G-1). 


a. Idendfying Information 


Health deparmments or other providers who have a plastic idendfication card for patients may imprint the 
idendfying information (items 1-6) on the financial eligibility application. 


Those who are completing the application manually should be sure to include the following: 


(1) Name of patient — Record the patient’s full name with the last name first Do not use nicknames or 
abbreviated versions of the name. Include "‘Jr.”” or any other appropriate suffix. If the applicantis a baby, 
indicate the child’s name rather than “baby girl’’ or “baby boy.” 


(2) Social seroity nuonber — Whenever possible, include the applicant’s socal security number. This 
informacion is helpful in idenafying patients with Medicaid coverage, erc. 


(3) Other — In items 3-6, record the applicant’s correct date of birth, race, sex, county of residence, and 
address. The three digit county code numbers are listed in the Appendix (pg. Gq): 


Administrative Rule 
b. North Carolina Residency (T10:04C.0201] 


A person must be a resident of North Carolina to be eligible for benefits provided by Department medial 
payment programs. The director of a payment program may make an exception to the tesidency rule when a 
communicable disease is involved. 


(1) In order to bea resident of North Carolina, a person must live in the state and have the intention of 
making North Carolina his permanenthome. The term “permanenthome” means the place to which the 
person intends to cerurn to after any absence. It does not mean that it will continue forever. 


(2) If aperson is living in North Carolina asa student or to serve in thearmed forces, hi : a 
on the following: is residency depen 


(a) If he has a permanent home in another state or country to which he will be Teturning, he is nota 
resident of North Carolina. Foreign students in the United Srates on student vee are not 
_. Permanent residents of North Carolina. . ; 


(b) Ifthe person does not havea permanent home somewhere else, his permanent home is where he is 
living now, even though he may intend to move in the future. Ifhe is living in North Carolina and 
has no other permanent home, then he is a resident of the saare. 


(c) Applicants who pay North Carolina state income tax, who are registered to vote in North Carolina, 
or who pay in-state tuition at North Carolina colleges would be considered permanent residents of 
the state. 


(3) Anunemancipated minor has the residence of the parent or other relative with whom he resides. If the 
minor does not reside with a parent or other relative, then the minor has the residence of the adult with 
whom he resides. Any other minor isa resident of the state if he is present in the state and either of his 
parents is a resident of North Carolina. 


(4) Migrant workers and their families are considered residents of North Carolina while they are present in 
the state for employment. 
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Program Name and Case Number 


Always indicace che name of the medical payment program for which the applicant is applying. Indicate the 
patient’s case number if one has already been assigned. Leave this space blank if the patient does not have one 


yet or if you do not know what the number is. 


Administrative Rule 
Family Members [T10:04C.0204] 


Information on the following pages should be considered when deciding who to list as family members on the 
application and whose income to count. [f an individual is counted as a family member, that individual’s 


income must be counted. 


FAMILY MEMBERS ARE THOSE PEOPLE WHO SATISFY ALL THREE OF THE FOLLOWING 
CONDITIONS: 


HM Related to the patient by blood, marriage or adoption 
Live in the same household with the patient when the application is completed 
HM Have a legal responsibility for the patient’s financial support [as defined on pgs. A+A5] 


Exception: 
Relatives in the household who have no income — may be counted as family members since the 
family’s income must be used to cover their needs. Counting these relatives allows the applicant a 


higher income standard for elighbilicy deermination. 


Relatives in the household who have income but have no legal responsibility for the patient’s financial support 
are not counted as family members. Consequently, their income is not counted in the determination of 


financial eligibility. 

Families who have separated 

Only relatives who live in the household with the patient when the application is completed should be counted 
as family members. Ifthe patientisa child whose parents have recendy separated, income of the parent who no 
longer lives in the households hould not be counted. If the patientis an adult who has recently separated froma 
spouse, the income of the absent spouse should not be counted. 


Children who do not live with their parents 
If the patientisa child who is not living with his parents, the child should be counted as a family of one, since he 


~ isnot living witha relative who has legal responsibility for his financial support. This includes children who are 


living in foster homes, in Children’s Homes, with grandparenss or other relatives, etc. (Exception: Individuals 
who are studencs and are temporarily living away from their permanent home while actending school are 


considered to be living in the permanent home.) 


Children living with a legal guardian 

Even if the child lives with a relative (other than a parent) who has been appointed legal guardian, the guardian 
should not be counted as a family member under this definition. Legal guardianship means that the guardian 
must handle the ward’s financial matters. It does not mean thar the guardian must support the ward finandally. 
In this ase the child should be counted as a family of one and only his own income would be counted. 


Children in the custody of the Depavenent of Social Services 

If the patient is a child in the custody of DSS and the child does not live with his parents, he would be counted 
as a family of one. If the child is in the custody of DSS but is still living with his parencs, the parents andall other 
appropriate family members living with the child should be counted and their income would be considered. 
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Children who have been adopted 

Under DEHNR medical payment programs, adopted children are usually counted as biological children of the 
family when determining family members in the household. There is one exception to this general policy. The 
Children’s Special Health Services Program, in order cto encourage families to adopt children with 
developmencal disabilities, provides continuing coverage to these children if they are adopted pursuant to 10 
NCAC 8D .0801-.0804. These rules require that the child be placed by acounry department of social services 
or a licensed adoption agency and that the application for program support after adoption be made by the 
adoption agency prior to the adoption. If those conditions are met, such children may be counted as families of 
one. Theadoptive parenssof children accepted for CSHS Program coverage under this provision are required 
to provide an annual update of information regarding their status as North Carolina residents and the 
availability of health insurance coverage. 


THE FOLLOWING PEOPLE SHOULD BE COUNTED IF THEY LIVE TOGETHER: 


(1) PATIENT 


(2) PARENTS OF THE PATIENT (not stepparents) 


...IF THE PATIENT IS UNMARRIED, UNEMANCIPATED, AND LESS THAN 18 YEARSOLD 

OR IF THE PATIENT’S PARENTS HAVE NO INCOME AND LIVE WITH HIM 
(REGARDLESS OF THE PATIENT'S AGE OR EMANCIPATION STATUs). 
Parents are legally responsible for their children until they are emancipated. A child is emancipated 
when he reaches the age of 18, when he marries, or when a court order of emancipation is written. If 
the patient is married or if he is 18 or over, then he is considered financially responsible for himself. 
His parents shouldnot be counted in the family unit and their income should notbe considered. If the 
patienc’s parents have no income and live with him, they should be counted as family members. 


Under state law, stepparents are not responsible for their stepchildren unless they adope them. 
Stepparents who have not adopted their stepchildren should not be counted as f aera Ca 


their income should not be considered. 


(3) SIBLINGS OF THE PATIENT (half-siblings but not step-siblings) 


(4) 


[4/1790] 


...IF THE SIBLING IS UNMARRIED AND LESS THAN 18 YEARS OLD 
Siblings in this category are financially dependent on their family’s income and should he counted ac 
family members. 


...IF THE SIBLING IS 18 OR OVER AND HAS NO INCOME 
Siblings in the household with no income, regardless of age, are financially dependent on the family’s 
~ resources-and should be included as family members. If the sibling has income, do not count him or 
his income, since he is financially responsible for himself after reaching the age of 18. 


... IF THE SIBLING IS MARRIED AND HE AND HIS SPOUSE HAVE NO INCOME 
Married siblings living in the household with no income are dependent on the family’s resources and 
should be counted as family members. If the sibling or his spouse have income, do not count them. 
They are financially responsible for each other once they marry and are not responsible for the 
patienc. 


Definicions: 

A half-sibling is a child who has one biological parent in common with the pacent. 

A step-sibling is the child of a step-parent and has no biological parent in common with the patient. 
SPOUSE OF THE PATIENT 


Always include the patient’s spouse as a family member if they live together. 


A4 


(5) OTHER INDIVIDUALS (not covered in 1+ above) 


Any other individual living in the patienc’s household who is related to the patient by blood, marriage, or 
adoption should be counted as a family member if the individual has no income. Such relatives are 
dependent on the family’s resources and would allow the applicant a higher income standard for 
eligibilicy determination. 

If the individual without income has a parent or spouse with income living with him in the household, 
then they should not be counted. They are financially responsible for each other. 


If the individual has income, he would be considered financially responsible for himself and should not 
be counted as a family member. 


Example 1: Father, mother, and child (the patient) live together. The child’s aunt and cousins live with 
thern. 


If the aunt or cousins have income, they would not be counted as family members. They are not 
legally responsible for the patienr’s financial support and their income should not be counted. 


If the aunt and cousins have no income, then they are financially dependent on the patient’s 
family’s resources and should be counted as family members. 


Example 2: Father, mother, and child (the patient) live together. The child’s grandparenss live with 
therm. 


If either grandparent has mcume, they would not be counted as family members. They are 
5 ‘ally responsible for each other and their income should not be counted. 


If the grandparents have no income, they should be counted as family members since they are 
financially dependent on the family’s resources. 


Example 3: Child (patient) lives with grandparents. The child’s parents are not living in the home. 


dparents arenot financially responsible for their grandchildren, even if they are appointed | 
see In this case the child would be considered a family of one. If the child has any repeat 
his own, such as Social Security benefits or child support payments, that income should be counted. 
If the child has no income of his own, write ‘zero income” on the financial application. A note in the 
seste=-)  - -esgplanation section of the-application should state, “Child lives with grandparents’’. 


Administrative Rule 
e. Income [T10:04C.0203] 


Income should be recorded for all members of the patient’s family. Ifa person is counted 23 a family member, 
then his income must be counted. (Refer to pgs. A3-A5 for an explanation of which xmily members to 


include.) 
(1) Sources of income 


Income from the following smoces should be counted: 


(a) Salaries and wages 

(b) Earnings from self-employment 

(c) Interest earned on invesaments such as stocks, bonds, savings account, money fund accouns,, etc. 
(d) Periodic rust fund paymenss 

(e) Public assistance money 
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(2) 


(f) Unemployment compensation 
(g) Alimony and child support payments received 
(h) Milicary allomnents 
(i) All Social Security benefies (excepr SSI) 
(j) Vereran’s Administration benefits 
k) Retirement and pension payments 
(1) Worker’s Compensation 
(m) Educational stipends in excess of the cost of tuition and books 
(n) Income tax refunds 
(0) Allowances paid for basic living expenses such as housing and utilities (Example: Money given to 
ministers or military personnel to pay for housing or utilities is considered income if the money is 
included in the paycheck or is paid to them directly.) 
(p) All other sources of cash income except those specifically excluded 


Income from the following sources should not be counted: 


(a) Income that children earn from babysitting, lawn mowing, or other miscellaneous tasks. If the child 
receives a W-2 form based on his employment, then the income should be counted. 

(b) Supplemental Security Income (SSI) benefits 

(c) Proceeds from the sale of an asset. 
(Example: If the family sells its car, che money from the sale is not considered income.) 

(d) Withdrawals from a bank account. 
(Example: If a family is living on money in a savings account, the money withdrawn would nor be 
counted as income. Only the interest earned on the account is considered income.) 

(e) Gifts 
Money or other goods given to an applicant should not be counted as income. 
(Example: Grandparents may choose to financially assist their children : i 
money is not Ss heal oe Money collected through fund- and grandchildren, buc this 

- medical expenses is not considered income.) 

(f) Inherirances 

(g) Life insurance proceeds or one dime insurance settlements. 
(Example: If theapplicant, or his family, receives a life insurance settlement 
the money would not be counted as income. On the other hand, ifa liabili 
in regular installments, this money would be counted as income.) 


raisers to assist patients with 


Paid in one lump sum, 
ty settlement is to be paid 


Recording income on the application 


Record the name of each wage earner, social security number, the name of each employer and dates of 
employment during the previous 12 months, and the amounts earned. 

If che unemployment formula is being used to compute income for a wage earner, show earnings for the 
past six monchsand projected earnings for the fucure six months. Specify the Months during hich the 
income was earned. (Refer to explanation and example under Section 3., Compuration of Income. ) 


If you list the amounss earned in section 1 1 under the column marked “Gross Income,” subtract income 
taxes on the appropriate line in section 13. On the other hand, if you list net income in section 11 under 


the column marked “Income After Tax,” do not subtract taxes again in section 13. 


It is permissable to enter some sources ofincome in one column and some in another. The space labelled 
“Toeal Annual Income After Taxes” represents the sum of both columns. (See example on next page) 


AS 


V1. Famuy Memoert wih an income and other Aduilain Famuy Unt 


"Sree = 
From To Groas incurs After Tax 

PSOHM lesz azazsn | Aeme Dacwr Col "Ipq|oql fo,vool | 

IJAWEe — |ooa-a2raad Sewme Cowen Vale | 3,200) 


13. Total Gross Femity income’ 


Fectorat, Stat & Soc, Sec. Tax 


lacome After Tazes 


Tote Avease become After Tax08 


14, Explanenon re: Parent miseng, patient Claabied, unemployment, etc. 


15, Wee pettent’s prodiern caused by an ecoent? (] Yes ([] No 
if ywe. Hadity commpereation ia (] Aeating () Agere (] Rote Ow - 


(3) Compuracon of income 


Net family income is computed by adding money earned by family members (pgs. A3-A5) during the 
appropriate 12 month period and subrracting allowable deductions (pgs. A9-A10). 


REGULAR INCOME FORMULA for wage earners continuously employed during the previous 
12 months [example page A-7(a)]: 


- ADD: Income earned during previous 12 months 
SUBTRACT: Deductions from the previous 12 months. 


UNEMPLOYMENT INCOME FORMULA for wage earners who have been unemployed at any 
time during the previous 12 months [example page A-7(a)]: 


ADD: Actual income earned during previous six months 

ADD: Projected income for future six months 

SUBTRACT: Deductions (other than medical expenses) from past six months and future six 
. months, if known. If future deductions are not known,-subtract expenses from past 

12 months. Medical expenses may not be projected and should only be deducted if 

incurred in the past 12 months. 


The unemployment income formula requires an estimation of anticipated income. The incerviewer 
must include any money he believes the person will earn if he will be returning to work. 
Unemployment compensation should also be included. A statement should be made in the 
explanation section of the application indicating why the unemployment formula was used and 
indicating the date the individual stopped working. 


If the wage earner is paid weekly, his weekly income should be multiplied by 52. If the wage earner is 
paid every 2 weeks, his biweekly income should be multiplied by 26. 


If the applicant has recently married, thespouse’s income from the past year should be included, even 
though the applicant and spouse were not living together during the entire previous 12 months. In 
cases where family members have separated, only the annual income of the responsible family 
members who live with the patient at the time the application is completed should be counted. 
Whenever an applicant’s family sicuacion or income changes, a new application should be complered. 
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REGULAR INCOME FORMULA 


TL Total Groes Famity income’ 


Focermi, State & Soc. Sec. Tan 


Total Arent rexere After Tasen 
14, Explanevon re: Parert maura, patient diastied, unempioyment, sit. {eumn of born comurnre) 
Medion ¢xCurEEE paid of mosTE! Gurirg pent 
12 marve not covered Dy 6 hiew party ney 
requemed for proyre= comme °° 
Oustuctibte child Gey core expmrem’* 


Other deductions (specity): 


1S. Wee pamew’s rome cua Dy en excite? (] Yes (] No Tots Ouckecnore 
| Sy teteeey compuremton is (] Pantry () Ames () Quins Ow Arrend Met cree 


UNEMPLOYMENT INCOME FORMULA 


11. Femety Memfers with an income end cther Adusts in ¢ aamty Unit List a Emotoyers or Sources of 
income/Reeasn tor Mone 
Namo See. Sec. Ne. for 12 Monch Period 


14. Exptanation re: Parexl miamng, pawent! dieatied, x. 


Unemployed 13/311G9. 
Gmo. projection of 1 ncome 


jrneludes anemp)oy ment Comp. 


19 Wes Gatos prom cme by en acxiten? (] Yes () No 


yet, iaamiicy compenestion ®@ (] Powany () seems () Aut Ow 
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Computing income using tax returns 
Step 1: Gross income 


The applicant’s gross income is found on the line of the federal tax recurn (Form 1040) labelled 
“toral income.” Business and farm income or losses will have been accounted for already in this 
figure. A copy of Schedule C or Schedule F must be included as documentation with the 1040 tax 
return when business or farm income/Josses are involved. 


Any income tax refunds received during the year should be included as income. A copy of the 
previous year’s tax return would be needed to document tax refunds. For example: If an applicant 
uses a 1989 tax return to documentincome, the 1988 tax return would also be needed to document 


income tax refunds requested for receiptin 1989. 


Step 2: Deductions 
The applicant may deduct his acrual federal income taxes found on the line of the tax return (Form 
1040) labelled ‘‘toral tax.’” 


The applicant may also deduct his actual stare income taxes found on the line of the tax return 
(Form D-400) labelled ‘‘toral tax.” 


Step 3: Computation 


Subtract from gross income actual federal and state income taxes and any social security withheld 
from the applicant's salary. Any other deductions from income allowed by the Department (refer 
to pgs. A9-A10) may be subrracted to arrive at a net income figure. 


Ifone of the wage earners shows negative income due to business or farm losses, report zero income 
for that person on the financial eligibilicy application. 


EXAMPLE: [Refer to pgs. A8(a-d)] 


The following example shows business income for a self-employed applicant. 


(a) The applicant’s total income was $14,400. (Line 23 of the 1989 federal tax rerurn) For 


- -~».-purposes of income determination formedical payment programs, this‘‘toral income” figure is 
the gross income figure to record on the financial eligibility application. 


(b) The applicant’s federal income tax was $279. (Line 55 of the 1989 federal tax return) This 
figure should be recorded on the financial eligibility application under “taxes” and should be 


subtracted from gross income. 


The applicant’s state income tax was $120. (Line 14 of the 1989 North Carolina tax return) 


(c) 
This figure should also be subtracted from gross income on the application. 
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FOR POC ONLY 


q 
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| 2. Pauent SS « 
| 


3 Date ot Birth 


7, Resaent 
ofN.c 


wgsharti'e 


9 Program 
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CLOAKE 
LO Aiea 
" Capra City Ne 2b 


Street of AFD 


Acaress 


Zp Cooe a2 


10 Number of Acults in Farmty 


A BA im thoi sinh Ls i, | 


x AN it ie 


QEHNA 2054-1 (Revised 10/49) 
Purcnase «it Medica: Cary Serncas (Reviaw 10/91) 
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Teieonone # Home Work 
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Uusine A 
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CT teowens CG Grap 5 campus Cihione 
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Roleviaio: Powucy No. = | 
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Tefeonone — Telepnone | 
Robcynolaer Polcyhoider EN ee ee oe ——— i 


is Patient covered? | yes 7 No is this HMO? 1} Yes —] No Is Patient covered? (_; Yee (i No Is thisHMO7 (_] Yes 


17 | nereay cestity tas i Mave read or ie interviewer hes reed to Me the (ers and Cancihors contesned on ime dack of thrs form and (nat | agree 10 Compty wih (nem. | also certity [nat | Mave been Provided 
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“See instructions on back regaaing con 


Label 


Use IRS lave}. 
Otherwise, 
please print 
or type. 


Presidential 


Filing Status 


Check only 
one box. 


Exemptions 


(See 
Instructions 
on page 8.) 


1 0 4 0 Oepartment aot the Treasury —internal Revenue Service 
U.S. Individual Income Tax Return 


For tne year Jan.-Oec. 31, 1989. or other tax vear beginning . 1989. ending a ts) OMB No. 1545-0074 


Your first name_ana initial Last name Your social security number 


\ ‘ 
: : Ohav.~ A) : { ) Ee : 
B If a joint return, spouse's first name and initial Last name Spouse's sociai security number 
E ° * 
L 5 : 
Home address (numoer and street). (If a P.O. box. see page 7 of Instructions.) Apt. no. é 
Hl For Privacy Act and 
R Paperwork Reduction 
E City, tawn or post office. state and ZIP code. (If a foreign address, see page 7.) Act Notice, see 


Instructions. 


UY, 5 ae . if 
¢ : Doyouwant $ltogotothisfund?. .. 2... .. 2... Y | No [Note: pin aca Sa 
Election Campaign If joint return. does your spouse want $l togotothisfund?. | | Yj, | No | reduce your refund. 
1 Single 
2 Married filing joint return (even if only one had income) 
3 Married filing separate return. Enter spouse's social security no. above and full mame here. 
4 Head of household (with qualifying person). (See page 7 of Instructions.) If the qualifying person is your child but not 
your dependent, enter child’s name here. 
5 Qualifying widow(er) with dependent child (year soouse died » 19 ). (See oage 7 of Instructions.) 
6a oO Yourself If someone (such as your parent) can claim you as a dependent on his or her tax No. of boxes 
return, do not check box 6a. But be sure to check the bax on line 33b on page 2 . aa on 6a 
b! [2] Spouse... ce 3, ae oe eee ee ; —S— 
No. of your 
c Depandents: (Z) Cheek | (3) if age 2 or older, depmmdat’s _. |(5) No. of moaths, eniidren on Ge 
(1) Name (first, initiat, and last name) tyeg, | spel secunty number Cage LE eee ak whe: 


If more than 6 
dependents, see 
Instructions on 
page 8. 


Income 


Please attach 
Copy 8 of your 


Forms W-2, W-2G, 


and W-2P here. 


If you do not have 


a W-2, see 
page 6 of 
lostnuctions._ 


I 


fin aad @ lived with you 
| @ didn't live with 
you due to 
a een: aes) ee Fae ere | diveres or 
° : (see 
| | : : ] page 9) en 
| : 3 | No, of other 
: : l dependects on 6 ___ 
ee as ; Tan ; Add numbers 
d If your child didn't live with you but is claimed as your dependent under a pre-1985 agreement, check here >O entered on 
e Total number of exemptions claimed. . eg io x ee lines above => 


7 Wages, salaries. tips, etc. (attach Form(s)W-2) . . 1. 1 1 ew we ee ek 
8a Taxable interest income (also attach Schedule BS ifover$400) . - . . - «© se ee | ga | 
b Tax-exempt interest income (see page 10). DON’T include an line os en ///// 
9 Dividend income (also attach Schedule 8 if over $400) . ad ean ee aes rier gare ee 
10 Taxable refunds of state and local income taxes, if any, from worksheet on page 11 of Instructions . 
ll Alimonyreceived . . . . ....., 
12 Business income or (loss) (attach Schedule C). 
13 Capital gain or (loss) (attach ScheduleD) . . . . . a a 9as wae 
14 Capita! gain distributions not reported on line 13 (see page 11) . 
1§ Othergains or (losses) (attach Form 4797) 2. ww ww wk kk kk ee ek 
16a Total!RAdistributions . . ee ———_—-——16 Taxable amount (see page 11) | 16b 
17a Total pensions and annuities 17a See eee” * Taxable amount (see page 12) 
18 Rents, royaities, partnerships, estates, trusts, etc. (attach Schedule £) ch INE ee eS 


19 Farmincomeor(loss)(attachScheduleF). . . . . . . , . fk le pag 


20 Unemployment compensation (insurance) (seepage 13). . . 


ae ‘ 20 

eI ' Rd ea te Sk ns 
Feperdanan 21a Social security benefits. . i is Cre Taxable amount (see page 13) |21p| 4 
or money 22 = Other income (list type and amount—see page 13) __. 2 cece eee een e cece | 22 
order here. 23 Add the amounts shown in the far right column for lines 7 through 22. This is your total Income > | 234 

24 Your {RA deduction, from applicable worksheet on page 14 or 15 | 24 | Y 
Adjustments 25 Spouse’s [RAdeduction, from applicable worksheet an page 14 or 15 | 25 | 
to Income 26 = Self-employed heaith insurance deduction, fram worksheet on page 15 pas 

27 Keogh retirement plan and seif-employed SEP deduction . 2 

28 Penaity on early withdrawalofsavings . . . . . . |. i hn i 

: ; ; Wy 

(See 29 = Alimony paid. a Recipient's last name Wu 
Instructions and b social security number. : 
on page 14 ) 

30 Add lines 24 through 29. These are your totai adjustments em ae 
Adjusted Subtract line 30 from line 23. This is your adjusted gross income. /f this line is less than 

$19.340 and a child lived with you, see “Eamed income Credit’ (line 58) on page 20 of > 

Grass Income the instructions. If you want IRS to figure your tax. see page 16 of the Instructions . . wm} 31 4 4 OO exe) 


A-8(b) 


S a0 


to front. 61 Credit for Federal tax on fuels (attach Form 4136) 


Page 2 


Form 1049 (1989) 
32 Amount from tne 31 (adjusted grossincome). . . . Seen 32) Do|IoODd 
Tax 32a Check if: = You were 65 or aider Caine. O stiteee was 65 or older “an sae Y/ 
Compu- Add the numoter of boxes checked and enter the totai here. pt ee 
tation b If someone (such as your parent) can claim you as adependent, checkhere . . PB 33b =O 
ec If you are married filing a separate return and your spouse itemizes deductions, 
or you are a dual-status alien, see page 16 and check here. eh ew. Bm © 33¢ [=] ' 


RS0lOo 


4G §So\0oO 
2 fp 00100 
S, D goo 


@ Your itemized deductions (from Schedule A, line 26). 
If you itemize, attach Schedule A and check here. . > (_] 
35 Subtract line 34 from line 32. Entertheresulthere . . . , ‘ Sie im a ow 
36 Multiply $2.000 by the total number of exemptions claimed on line Ge . ‘ 
37 Taxable incame. Subtract line 36 from line 35. Enter the resuit (if less than zero, enter Foeiay 4 37 
] 


larger 
of: 


34 ~=Enter the { e Your standard deduction (from page 17 of the Instructions), OR | 


Caution: If under age 14 and you have more than $1,000 of investment income, check here > oO yy 
and see page 17 to see if you have to use Form 8615 to figure your tax. 


38 Enter tax. Check if from: aL] Tax Table, b(_] Tax Rate Schedules, or ¢ (_] Form 8615. 
(If any is from Form(s) 8814, enter thatamounthere > d a eee Re 8) 9, 

39 Additional taxes (see page 18). Check if from: a CO Form 4970 »b Su Form 4972 . 

40 __Addlines 38 and 39. Enter the total . otteh +e — 


Credits 42 Credit forthe elderly or the disabled (attach ScheduleR) . . . 
(See 43 Foreign tax credit (attach Form 1116)... ...... -4al 
Instructions j F : 
onpage 18.) 44 General business credit. Check if from: | 
aC] Form 3800 or b OC Form(specify)_ uss 44 


45 Credit for prior year minimum tax (attach Form 8801) . 


46 Add lines 41 through 45. Enter the tota!. . 
47 Subtract line 46 from line 40. Enter the result (if aes teins zero. nates ai 


48° Self-employment tax (attach Schedule SE) . 


Other 
Taxes 49 Alternative minimum tax (attach Form 6251) . SOS ory ee ae eer 

’ 50 Recapture taxes (see page 18). Check if from: a oO Form 4255. b (x Form 8611 
faeldige §1 = Sacial security tax on tip income not reported to employer (attach Form 4137) . . . . .. 
Payments) §2 Taxonan/RAor a qualified retirement plan (attach Form 5329). . . . ..... ‘, 


§3 Addlines 47 through 52. Enter the total 


Medicar e 54 Supplemental Medicare premium (attach Form 8808) . ‘ 
Premium 55 Add lines 53 and S4. This is your total tax and any supplemental Medicare premium ‘ 


na 
3 


>| ss 


56 Federal income tax withheld (if any is from Form(s) 1099, check > QC) = 


57 1989 estimated tax payments and amount applied from 1988 retum = 


Payments 58 Eamed income credit (see page 20) . 
Attach Forms 59 Amount paid with Form 4868 (extension request) 
— 


bo 60 Excess social security tax and RRTA tax withheld (see page 20) 


> la" ">" 62°” ‘Regulated-investment company credit (attach Form 2439) 
63 Add lines 56 through 62. These are your total payments 


64 = If line 63 is larger than line 55, enter amount OVERPAID . 


65 Amountofline64tobeREFUNDEDTOYOU. . . we eos 
Refund of 66 Amount of line 64 to be APPLIED TO YOUR 1990 ESTIMATED TAX » | 66 | Ls 
Amount 67 If line 55 is larger than line 63. enter AMOUNT YOU OWE. Attach check or money order for full 
You Owe amount payaDle to “Internal Revenue Service.”” Write your social security number, daytime phane 


number, an 989 Form 1040" onit. . .. wie Sree we ee ee se oe eS 
die ; 3 MMMM 


Penaity for underpayment of estimated tax (see page 121) | 


Under penaities of perjury. | deciare that | have examined this return and accampanying schedules and statements. and to the best of my knowiedge and 


Sign betief. they are true, correct. and complete. Declaration of preparer (other than taxpayer) is based on ail information of which preparer has any knowledge. 
Here Your signature Dare Your occupation 
(Keep a copy » 


| Spouse's occupation 


for your 


of tmsiretuen ‘Spouse's Signature (if joint return, BOTH must sign) 
records.) 


Preparer's sOciai security no. 


= Preparer 5 Check if 
Bois ; Sis mature > self-employed CJ 
reparer s Firm s name (or E.1_ No. 
Use Only yours +f Sell-empioyea) 
and address ZIP code 
@U.S. Government Pr<nting Off:ce: 1909-245~146 


A-Ac) 


ATTACH WAGE AND TAX STATEMENT HERE a 


ATTACH PAYMENT HERE 


fu Amount of line 20 to be applied to 1990 ESTIMATED INCOME TAX ..................0.0:0ceee 
, 


FORM NORTH CAROLINA 
D-400 INDIVIDUAL INCOME TAX RETURN fa m PLE. 
(resident or nonresident) _— ___ ==" =e 

[For the year January 1-December 31, 1989, or other tax year beginning / / 88. ending J {} 


YQUA FIRST AME ANO INITIAL (if joint return also yrve Scouse Ss Aame and initial LAST NAME y Your Sociat Security Numoer 
Pengo) 7) eee “DOE. = | 


PRESENT HOME AOORESS (Numoer and street, inciuding apartment number, or rural route) Spouse's Social Security Number 


PLEASE 
PRINT OA ' * t 
TYPE. M ; ‘ 
CITY. TOWN OR POST OFFICE, STATE AND ZIP CODE COUNTY OF RESIDENCE |If you filed a return in 1988 and this OPFICE USE 
address 's different, check here 


N.C. POLITICAL PARTIES | > 
FINANCINS FUNO 


Do you want $1 to go to this fund? ooo. eee ee cece eens 
If a jot return, does your spouse want $1 to yo to this fund? 


| NO | | NOTE: Checking “YES will not 


increase your tax or reduce your 
TNO" | refund. 


If this is a seoarate form, Gve your wife's (or husband's) mame — aad SS No. | 
Were you a rasdent af N.C. for tha entins year 19897 Hust. Seo. or Sing. yes C] no OC] Wite Yes C no CL] 4 not, comotete lines 43 through 47. | 
Your (or husband's) prasent employer and addrass a eo ge te oe Sew yO IOINCE ae i ig i ec ig 
Wite’s oresent emoloyer and address Soouse s Occunanon D> 

FILING STATUS: +O SINGLE ‘ 3 Cl MARRIED FILING SEPARATELY 5 OC QUALIFYING WIDOW(ER) WITH DEPENDENT CHILO 
(Check same as Federal) 2 () MARRIED FILING JOINTLY 4 i HEAD OF HOUSEHOLD Year spouse died: ______ 


Enter the NUMBER OF EXEMPTIONS claimed on your Federal income tax return (from line Ge, Form 1040; line 6e, Form 1040A) [ii j 
If you attach a copy of your Federal return, check the Federal schedules that are included: [LJA (Je (CJjc Cjo (Je LIF 


6 TAXABLE INCOME FROM YOUR FEDERAL INCOME TAX RETURN--line 37 of Form 1040; line 19 of Form 1040A; 


or line 5 of Form 1040EZ (If Zero, see line by line instructions for lime 6) ...... 22... .eeeeeeeeeeeeecet seer cn eeeeseeereeeeeees @ 7 | g S 2) loo 

7 ADDMIONS TO TAXABLE INCOME--Complete lines 26 through 29 on page 2 of this form and enter the amount e =? O | = | 
from line 29 (See instructions OM:Oage:6): eer toee nic naees socom ena ees ea taden te Howe te Se Ala eee seen ae oat toon muae aman e Caeeie materi 7 

8 Add lines 6 and 7 and enter the jotal here ........e Ee ae ee BERN Beene Pee ee EES 8 S02 loo! 

9 DEDUCTIONS FROM TAXABLE INCOME--Complete lines 30 through 37 on page 2 of this form and enter © — DO | —_ oll 
the amount from line 37 (See instructions Of Page. / eck qeessect Secs sap eR. shes. ceonitee wsemiad cs stow desanapdeg yumten 9 

10 Subtract line 9 from line 8 and enter the POSUERE TEL is aictesiccasiccreting ccie'e ics Rea oe Sta aT OE TES 60 be ovine cele ete aetec wan ec ee aceaueee 10 Tesoleol : 

11 STATE INCOME TAX DEDUCTION OR STANDARD DEDUCTION ADJUSTMENT--Complete lines 38 through 42 e Ss ol 0a 

on page 2 of this form and enter the amount from line 40 (or from line 42 if you itemized your deductions) ..............5 1 1 1S oloe 


12 Add tines 10 and 11:and:enter ‘the: total here See Sten dose ncisete seca Stes ose npaleciagteieea mpg uloae nakabieiesacleatcemmenss @ 12 = O00 \Do | 


13 NORTH CAROLINA TAXABLE INCOME--(Full-year residents--enter the amount from line 12 on line 13b. 
Part-year residents and nonresidents--complete lines 43 through 47 on page 2; Enter the percentage 
from line 47 online 13a . @1 %  ;Multiply the amount on line 12 by 
- the percentage on line 134° ‘and enter ‘the result BGM) sare se tics ted ase sewage wee diecast careers ore ioramerem see wr Oueemeaeaie 


14 NORTH CAROLINA INCOME TAX—Figure the tax using the tax rate schedule on page 2 of this form or : 
ON Page 12 of the Instructions ......cceececee sete te eT EEE E ESTEE eect eee eee eee e ne te cee ee eetee eee eeeettntitteteteseteese: 


15 NORTH CAROLINA INCOME TAX WITHHELD: _— a Husband, separate, single .............. @ 153 
(Attach State copy of each . F : er | 
wage and tax statement) DAWG scnitendic's Screwvas sanierisrsigeeics Tsetse ceees 156 
16 PAYMENTS ON.1989 ESTIMATED.INCOME TAX.and/or.ather tax payments .......-.-.....- oe 
17 TAX CREDITS--Enter the amount from Part IV, line 14 of. Schedule A and attach e 
the schedule to this form ....cccecceccect tects ttt e tee eee nent ett ee ee teense cerca eens ee eseeeeeetecemre 
18 Add lines 15a through 17 and enter the total here ............ ata sig0'8 wie'eis ole. cjare'd'a arate Slogans atiere elses ne cae on are amid eee aeemienc sealinee 
19 If line 14 is more than line 18, subtract and enter the AMOUNT YOU OWE (including any penaity and interest due) @ 19 O | CO 
20 if line 14 is less than line 18, Subtract and enter the OVERPAYMENT ............. 00. ce cece cece sce cece teeeece cee sete tseseses | | 


25 Subtract line 24 from line 20 and enter the AMOUNT TO BE REFUNDED to you 
Under pssuities orvacribed by few, J beraby citirm (hal la the Sead of Oxy tarwindes sod Delle! thls cotura, Hf presared by ¢ partus sther thee taxpayer. Ms allircestras tt based om ali information of wAled ha 


leckutteg ogy accompesyleg scheoles sod cuimmrsty |x [ros 204 complain. hve ay 
Sign 
here Your signature Date 
Spouse's signature (if fillng jolnt ratum, both must sign) B (Paid Preoaser s Signature) Date ] 
t} REFUND mail to: N.C. OEPT OF REVENUE, PO. BOX R. RALEIGH. N.C 27634-*- - v aal ANCE QUE mai check to: N.C. OEPT OF REVENUE, P.O. 8OX 25000. RALEIGH, NC. 27€-10 | 
A-8(d) 


Page 2, Form 0-400 


ADDITIONS TO FEDERAL TAXABLE INCOME NOT INCLUDED IN FEDERAL GROSS INCOME 


(See the line by line instructions Deginning on page 6 of the Instructions for Filing) 


26 Interest income from obligations of states other than North Carolina ............. cc cece cece nescence 26 aaa ee 
27 Lump-sum distributions from a pension or profit-sharing Plan ......... 2... e eee cece eee ence eee e eens 27 Eee eS 
28 Other additions to Federal taxable income ..................00585 PR eateries wags ve Sera v relaschane Mae stats 28 —____1 _1______ 


29 Total additions - add lines 26 through 28 and enter the total here and on line 7, page 1 of this form ...............0..-00005 29 


DEDUCTIONS FROM FEDERAL TAXABLE INCOME INCLUDED IN FEDERAL GROSS INCOME 
(See the line by line instructions beginning on page 7 of the Instructions for Filing) 


30 State or local income tax refund if included on line 10 of Federal Form 1040 ................ce0005 30 — 
31 Interest income from U. S. obligations or its possessions and from obligations of the 

State OfsNontin. Caroliman 2o.1Joa. < spectre tate celta lore iorate « «tale cicldttosetteterMtatclaiats «'ataiahh a aeicie ele setisicd sens ciate gle stetelbie 31 
32 Social Security and Raiiroad Retirement Benefits ............. cece ccececccneceececen cece eeseseeseeeeees 32 Sere 


33a State, local or Federal government retirement exciusion | 
(Not to exceed $4,000 per taxpayer) 2.2.2.2... cee cece cece eee eee 33a 
b Private retirement exclusion (not to exceed $2,000 per taxpayer) ..... b | Sie ae 5 ee 
¢ Add lines 33a and 33b and enter the total here .........sesssseeeeeeeees rf a oe ee, ae 


34 Enter the amount from line 33c or $4,000 per taxpayer, whichever is leSS_ ....-...2.-.ce esos eee eens 34 jee Sa fF -} 

35 National Guard pay exclusion (not to exceed $1,500 per taxpayer) ........... 2. cee cece ee eeeeeeeeeees 35  ——— East bese 

36 Other deductions from Federal taxable income .......... 2. ccccccccecccccccccccececcccuccsecececceece 36 A a 2 —— 

37 Total deductions - add lines 30, 31,32, 34, 35, and 36 and enter the total here and online 9, page 1 of this form ......... 37 ae —4 


STATE STANDARD DEDUCTION SCHEDULE 


STATE INCOME TAX DEDUCTION or STANDARD DEDUCTION INFLATION ADJUSTMENT In the table below, determine the basic standard 


(See the line by line instructions beginning on page 8 of Instructions for Filing) deduction amount according to your filing status. 
Enter this amount on line 39. 


38 Enter the itemized deductions or the standard deduction from Federal Basic Standard 
Form 1040, line 34; 1040A, line 16; (1040EZ filers, enter $3,100) ..... 338 = Filing Status Deduction Amount 
39 Enter your N.C. standard deduction from the State Standard | Single 4 $3,000 
Deduction Schedule on the right ..............e ccc eee eee cccceee esse ceeeces 39 a vance te Ee lay et 
40 Subtract line 39 from line 28 and enter the result here .................. 40 ‘i | | Head of Household 4,400 
(If you claimed the standard deduction on your Federai return, also Qualifying Widow(er) 5,000 
enter the aaron ers line 40 online 11, page 1 of this form, and If you are 65 years old or older, or blind (or your 
do not complete lines 41 and 42) spouse is 65 years old or older, or blind, and 
41 Enter your state income tax from line 5 of Federal Schedule A ....... 41 you file a joint return) see the instructions on 
. j Page 8 to determine the additional amount 
42 Compare the amount on line 40 with the amount on line 41. Enter that you are entitled to claim in addition to your 
whichever is less here and on line 11, page 1 FormD-400 ............. 42 | basic standard deduction amount shown above. 


COMPUTATION OF NORTH CAROLINA TAXABLE INCOME FOR PART-YEAR RESIDENTS AND NONRESIDENTS 
(See the line by tine instructions beginning on page 9 of Instructions for Filing) 


43 Total income while a RESIDENT of North Carolina .......007 Tle. ee ete ee ee oe : +; DEED oe 


44 Total income from North Carolina sources while you were a NONRESIDENT of North Carolina 44 ae 


45. Addilinés 43.amd'44 and enter. the total... ccees ees ces sien ca secu seaeceeeeecececsarsecaececcnedacssess 45 | | | 


46 Total income from ail sources--from Form 1040, line 23; 1040A, line 11; 1040EZ, line 3 (If you 
entered additions or deductions on lines 7 or 9 of page 1, see the instructions on page 9) ........ 46 


47 Percentage of total income subject to North Carolina tax. Divide line 45 by F 
line 46 and enter the result here and on line 13a, page 1 of the tax return ............0 0s ee eee eee 47 To 
TAX RATES 
And the amount 
If your filing on line 13b is But not 
status is more than over The Tax is 
Single S$ 0 $12,750 6% of the amount on line 13b 
STEMS ete $765 + 7% of the amount over $12,750 
6% of th t online 13b 
eT ne eee ’ of the amount online 13 
: $1,020 + 7% of the amount over $17,000 
Married tiling jointly $ O $21,250 6% of the amount on line 13b 
lal tt ale | es $1,275 + 7% ot the amount over $21,250 
a 
; Married filing S @O § 10,625 6% of the amount online 13b 


Separately $ 10.625 $637.50 + 7% of the amount over $10.625 


(4) Documenration of income 


[4/1/90] 


Administrative Rule 
[T10:04C.0301 ] 


Documentation of earned income is required in the following situations: 


(a) When coverage for inpatient services is requested 
(b) When the Purchase of Medical Care Services Office requests documentation 
(c) When the financial interviewer questions the income information given by the applicant 


If the family is made up of more than one wage earner, income should be documented for each wage 
earner. 


Farmed income means salary, wages, and income from self-employment. There is no requirement to 


document other sources of income such as Social Security payments, retirement benefits, public 


assistance payments, etc. 


Even though documentation is not required with every application, submission of income 
documentation with the original application reduces delays in eligibility determination and 
n approval. Many applications are delayed when the Purchase of Medical Care Services 


authorizatio : carted 
for documentation after the application has been received. 


Office must request and wait 


Sometimes patients are only requesting coverage for outpatient services at the time they complete a 
financial eligibilicy application and income is not documented. If the patient needs an inpatient 
admission later in the year, income must be documented before payment for the admission may be 
authorized. Obtaining such documentation at that Ome ey be time consuming and difficult. It is 
much easier to request that the applicant document income when he is completing the application. If 
heddes nophave documentation with him, the interviewer should ask him to mail it in when he 
returns home. The interviewer should then send a copy to the Purchase of Medical Care Services 
Office. The documentation should be accompanied by the patient’s name, date of birth, and case 


number. 


Acceptable types of income documentation include: 


Paycheck stubs — The check stub should represent a recent time period. When computing net 
income, figure gross income and then subtract taxes and other allowable deductions (pgs. A9-A11) 
' check. Do not automatically compute annual income using the net figure 


from the wage earner’s : 
eens i paycheck stub. This figure may reflect non-allowed deductions such as automobile 
payments, Christmas club withholdings, savings, etc. 
W-2 Forms or 1099’s — These forms of documentation are acceptable for wage earners who donot 
receive paycheck stubs or for those whose complete income may not be shown on a paycheck stub 
(e.g. salesmen who receive commissions). Whenever submitting a W-2 form as documentation, be 


sure that it is one from the most recent calendar year. 


Income tax returns — Whenever an income tax return is used to document income, a copy of the 
complete return from the most recent year (including attachments) should be submitted. This is 
especially important for documenting business or farm losses. Schedule F is needed to document farm 
income/loss and Schedule C is needed to document business income/loss. 


Statements from employers — If the applicant cannot provide any other type of documentation, he 
may submit a statement prepared by his employer. The statement should be on the caaaloyar's 
letterhead and should indicate gross income and deductions for taxes, social security, and health 
insurance and should be signed by the employer. 
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(5) Zero income statements 


Tf the applicant reports zero income, the application must includean explanation of what the applicant 
lives on. In most cases a statement of zero income is only acceptable when the applicant lives on 
income from sources not recognized by the Department (e.g. SSI, stepparent’s income, assistance 
from friends, etc.). 


Administrative Rule 


f. Deductions From Income [T 10:04C.0203] 


(1) Deductible expenses 


(a) 


(b) 
(c) 


(d) 


(e) 


(f) 


Federal and state income taxes — The applicant may deduct the amount of tax owed based on 
his income. If he deducts the entire amount of tax withheld, then he must include tax refunds as 
income. 


Social security withholdings 


Mandatory withholdings by the employer — such as retirement contributions or other 
withholdings required as a condition of employment. 


Work-related expenses — necessary to perform the job. This includes the cost of uniforms, 
tools, etc., but does not include the purchase or lease of an automobile, transportation to and 
from work, personal cloching and cleaning costs, food expenses, or any other item not required 
to perform the duties of employment. 


Health insurance premiums — withheld from a wage earner’s paycheck or paid by a family 
member may be deducted from income, even if the insurance policy does not cover the patienr. 


Child day care expenses — may be deducted for any child under 15 years of age and for any 
handicapped child regardless of age. This deduction may only be claimed ifboth parents work or 
are disabled. For a single parent family, che parent must be working or disabled. 


Child support or alimony — paid by a family member to support someone outside of the 
applicant’s household. 


Expenses for the care of a spouse who is physically or mentally unable to take care of himself 
while the other spouse is at work. 


Educational expenses incurred for the purpose of managing the disability of any member of the 
patient’s family. 


Medical expenses — which fall into any of the following categories may be deducted from the 
farnily’s income: 


1. Expenses incurred by any family member during the previous 12 months, if the expenses 
are not covered by insurance or other third party payors such as Medicaid or Medicare. 
income exceeds the Department’s income level even after deducting medical expenses, the 
patient ncome to make an applicant financially eligible cannot be requested for payment 
program coverage. 


Spenddowns — Ifanapplicant’s income exceeds the Department’s income level even after 
deducting medical expenses, the patient may become eligible by meeting a ''spenddown”. 
Under this arrangement, a portion of the charges related to a hospital admission may be 
used to reduce income and the charges for the remaining days of the admission may be 
covered by the payment program. In such cases, a copy of the bills showing a day by day 
breakdown of hospital and physician charges should be submicted with the application. 
Coverage by the program becomes effective for charges incurred the day after the 
spenddown amount has been met. The patient is responsible for all charges incurred on the 
days used to reduce his income. 
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Example: Patient is $500 over the income level when he is admitted to the hospital. Hospital 
and doctors’ charges for the Ist day of the admission = $900. The parient is eligible for 
program coverage on the 2nd day of the admission and he owes the hospital and doctors 


$900. 


Obviously, meeting a spenddown during a hospital admission may result in che applicant 
owing his medical providers more than the actual spenddown amount. In order to avoid this 
situation, financial eligibiliry should be determined using medical deductions incurred 
prior to the admission, if possible. The applicant should be encouraged to deduct the oldest 
medical bills from the previous 12 months. 


Payments made to medical providers by the applicant or his family during the previous 12 
months may be deducted for outstanding medical bills whichare more than 12 months old. 
The remaining unpaid balance on those bills may not be deducted from income. 


Example: A patient applies for program coverage on 1/1/90. He may deduct any payments 
made between 1/1/89 and 12/31/89 for medical bills incurred prior to 1989. The patient 
may not deduct what he still owes on bills incurred prior to 1989. 


Transportation costs for trips to and from medical care may be deducted at $.25/mile. 
This includes trips to and froma doctor’s office, pharmacy, hospital, dialysis center, etc. in 
order for a patient to receive medical care or for family members to learn how to care fora 
patient. This does not include crips to visit a hospitalized patient. Expenses incurred for 
food and lodging for family members who accompany a patient to a hospital are nor 


deducuble. 


Whenever travel costs are deducted from income, record the total amount of the deduction 
on the line labelled ‘tOther deductions.” Always specify the number of ieee 
total mileage travelled in order to justify the deduction. A separate sheet muy henes 

to explain this type of deduction. ay 


(2) Documenration of medical deductions 


Medical expenses must be documented if the tocal amount deducted from income exceeds $3,000 or 
if the Purchase of Medical Care Services Office requests verification. The POMCS Office usually 
requests documentation if the applicant deducts medical expenses and has insurance or other third 
party coverage. The financial interviewer may request documentation from the applicant whenever 
. .....__.deductions seem questionable 220 oq 42 MSA Ato sd Ane 


The best forms of documentation are copies of medical bills, receipts, cancelled checks or insurance 
statements. If such documentation is not available, che POMCS Office will acceptan explanation of 
medical expenses only when the explanation includes all of the following: 


(a) 
(b) 
(c) 
(d) 
(e) 


date of service 

provider’s name 

amount of bill 

amount paid by other third parties 

amount patient owes after third parties have paid 


The Medical Expense Worksheet (Appendix pg. G-2) provides an accepmble formar for reporting 
expenses when documenration is not available. This worksheet may also be used to organize or 
summarize expenses when large amounts of documencation are being submitted with the application. 
(See example on the next page.) 
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N.C. Department of Environment. 
MEDICAL EXPENSE WORKSHEET 


Health, and Natural Resources 


APPLICANT'S NAME. SAMPLE 7 CASE 
Amount Insurance Applicant Applicant 
Dates of service Provider Billed Paid Paid Owes 
(A) (B) (C) (D) 


1/12/89 Dr. Simmons 145.00 | us.oco | | 79.0 | 
1/24/89 sooo | 40.00 | | 10.00 


3/10-3/14/89 Rex Hospital 1256.00 | 1004.80 | | 251.20 
3/11/89 Wake Anesthesia 395.00 316.00 20.00 59.00 


3/11/89 Wake Radiology 160.00 128.00 32.00 


3/10-3/ 14/89 Dr. Moore 625.00 500.00 £75..00 


1/89-12/89 138.00 | 124.20 13.80 


TOTAL 2769.00 222900 65.80 474.20 


9400.00 nD 
TIN ME (aft ee FEU 

MET GENE eter tex) § TOTAL PAID AND OWED 
Medical deductions BY APPLICANT 
(Columns C & D) -$____540.00 

Other deductions CS a a ee el =z 

Adjusted income ~$ 8860.00 

OE€HNA 3726 (2/90) A-L1(a) 


Purchase of Medical Care Services (Review 1/91) 


g. Eligibilicy for Other Programs 


Check the appropriate blocks in chis area to indicate whether the applicanc has Medicaid or Medicare 
coverage. Always include the Medicaid or Medicare identificacion number for eligible parients. If the 


applicant has applied for other program coverage, check ‘'pending.”” 
If the patient is Medicaid eligible, DEHNR medical payment programs will only authorize payment for 


program covered services not covered by Medicaid. Payment programs will not authorize payment for 
services that Medicaid eligible patients receive from non-Medicaid providers. 


h. Explanations 


This section may be used to record any information pertinent co the application (e.g., reason for using the 
unemployment income formula, what the patient lives on when he reports zero income, or why a child is 


being reported as a family of one, etc.). 


i. Accidents and Liabilicy Settlements 
Occasionally, an applicant’s condition has been caused by an accident and a liability sertlement has been 
awarded or is pending a court decision. 


(1) When a liability sertlement is pending, the Department may assist with the applicant’s medical 
expenses until the sertlement has been awarded. If a settlement is later awarded to cover medial 
expenses, the Deparment would be entitled to reimbursement from the settlement. 


When the patient has already received a sealement to cover medical expenses, those funds must be 
exhausted before applying for coverage from Department programs. In order to determine the extent 
of the Department’s responsibility for the patient’s medical care, a copy of the sertlement agreement 


should be submitted with the applicadon. 


(2) 


In those cases where the applicant’s medical condition was caused by anaccident, the application must 
indicate the status of the liability sertlemenc (pending, awarded, or ruled out) and must include the 
name, address, and telephone number of the patient’s attorney in the explanation section. This 
information will help the Department recover from the liability sertlement any state funds spent for 


the patient’s care. 


j. Health Insurance Coverage 


Patients who have insurance may still be covered by Department medical payment programs under the 


following conditions: - 
(1) Patients who apply for Department medical payment program coverage automatically assign rights to 


third party benefits to the Departmenc. This means that the Department may bill the patient's 
insurance company directly to recover funds spent for the patient’s medical care. 


(2) Patiencs agree to repay the Departmentany money received from insurance or liabilicy settlements for 
services or appliances which the Department purchased for them. Such payments should be made to 
the Department within 45 days of the date that the third party payment is received. The amount paid 
to the Department should not exceed the amount the Department paid to the provider. 


(3) Medical providers are required to first bill insurance and wait 80 days from the date of service before 
billing the Deparrment. If insurance pays less than the Department’s allowable payment rate, the 
Department will pay the difference up to the allowable race. If insurance pays more than the 
Department’s payment rate, no paymenc may be made by the Department. 


(4) Pacients who have Health Maincenance Organization (HMO) coverage may only be covered by the 
Department for sponsored services which the HMO does not cover. 
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I DE ED ED EE ES 


a 


The Department needs complete insurance information in order to be able co determine the extent of its 
liability for the padent’s medical bills. Even if the patienc is not covered under the family's insurance policy, 
family health insurance informacion should be recorded on the SS plAHGas [Asch eaves Towouldbe 
important to indicate that che parienc is not covered under the policy. Family insurance information assists 
the Department in verifying medical expenses deducted from income. In addition, this information is 
helpful since some patients later become eligible for insurance benefits after meeting waiting period 
requirements for pre-existing conditions. 


When completing the financial eligibility application for patients who have insurance, always indicate the 
following: 


(1) Type of health insurance coverage and policy number. 

(2) Insurance company name, address, and telephone number. 

(3) Beginning date of eligibility, ending date of waiting periods for pre-existing conditions, special 
provisions, etc. 


If the patient is covered by CHAMPUS, send a copy of the front and back of the patienr’s CHAMPUS 
identification card with the financial application. 


Signatures 


The financial eligibility application must be signed and dared by both the applicant and the financial 
interviewer. When the applicant signs, he is certifying that the interviewer has explained the conditions of 
the program’s coverage to him and thar he agrees to comply with all rules and requirements. He is also 
certifying that the information he has reported to the interviewer is correct. 


The interviewer’s signature certifies that he has explained the terms and conditions of coverage to the 
applicant. The incerviewer should always indicate the full name and address of his office and his telephone 
number in order to facilitate communication from the Deparanent. 


3. AFTER COMPLETING THE FINANCIAL ELIGIBILITY APPLICATION 


a. 


Whar to tell the applicant 


After completing the application, the interviewer should compare thenetincome figure with the Purchase 
of Medical Care Services’ income scales (Appendix pg. G27-G28). If the net income figure is below the 
POMCS scale for the applicant’s family size, the interviewer may tell the applicant that he appears to be 
financially eligible. Since eligibilicy is ultimately determined by the Purchase of Medical Care Services 
Office, the interviewer should not tell an applicant that he is definitely eligible. 

If the applicant’s net income exceeds the appropriateincomescale, the interviewer does not need to send the 
application to the Purchase of Medical Care Services Office for denial, unless he prefers to do so. He may 
tell the applicant that he does nor qualify financially at this time. The applicant should be encouraged to 
reapply any time his family size or financial situation changes. 


Whar to do with the completed application 


If the three part form was completed, the blue copy with documentation (if required) should be sent to the 
Purchase of Medical Care Services Office in Raleigh. The white copy should be given to the applicant and 
the yellow copy should be retained by the interviewer for 2 years. 


How financial eligibility is determined 


Financial eligibilicy is determined by staff in the Purchase of Medical Care Services Office. Reported income 
and deductions are reviewed and investigated when necessary. Once the applicant’s ner income has been 
determined, this figure is compared with the income scales in use for payment programs to determine what 
services the applicant may be eligible for. 
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If che applicanc’s income exceeds che income level for program coverage, the applicanc may be able ro meeta 
spenddown during a hospiral admission. The POMCS Office will retigure his income when hospital and 
physician charges are submitted as documenration. (See ‘‘Spenddown,” pg. A-10) 


d. What happens after eligibilicy has been determined 


After the POMCS Office has determined chat the applicant for che Children’s Special Health Services 
Program or the Sickle Cell Program is financially eligible for program coverage, a Financial Eligibility 
Approval letter (Appendix pg. G-3) is completed and copies are sent to the applicant and the financial 
interviewer. The letter specifies the general categories of medical care for which the applicant is financially 
eligible (i.e., inpatient, ourpatient, or both). The letter further explains that an authorization request for 
payment for medical care must be submitted and medical eligibiliry must be determined before payment 


may be authorized for specific medical services. 

If che applicant has other third parry coverage, a Limitations of Coverage lerter (Appendix pg. G-+) is sent 
with the Financial Eligibilicy Approval letter to explain how the program works with Medicaid, Medicare, 
CHAMPUS, and insurance. 


Applicants to the Kidney Program and the HIV Program do not receive a Financial Eligibility Approval 
letter. However, they do receive a copy of the approved authorization for medical services. 


If the POMCS Office determines that the applicant’s income exceeds the Department’s income scale, denial 
of coverage will be indicated on the Reply to Request for Service form (Appendix pg. G-6). Copies of the 
form are sent to the applicant, the interviewer, and the requesting agent listed on the authorization request. 


Administrative Rule 
4. TERMINATION OF FINANCIAL ELIGIBILITY [T10:04C.0502 ] 


Financial eligibiliry may be terminated by the Department if the eligibility determination was based on incorrect 
information. In order to terminate eligibility, che Department will follow the procedures outlined in rule 4C 


.0502. (Section G: Appendix) 


Whenever a provider or financial interviewer suspects that an applicant has provided incorrect information, the 
Purchase of Medical Care Services Office should be notified. 
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SECTION .0900 - RYAN WHITE HIV CARE PROGRAM 


01 GENERAL 
The Ryan White HIV Care Program (R\VCP) is administered by the Health Care Section. Dtvision 
of Adult Health. Department of Environment, Health, and Natural Resources. P.O. Box 27687, 


Raleigh, NC 27611-7687. 


History Note: Statutory Authority G.S. 1304-223; 
Eff. December |. 1991. 


0902 DEFINITIONS 

The following definitions shall apply throughout this Section: 

(1) “Care Consortium” is an association of one or more public, and one or more nonprofit private 
health care and support services providers or community based organizations operating within 
areas determined by the R\WCP to be most affected by HIV disease. 

(2) “Essential Health Services” means services such as case management services: medical, nursing, 
and dental care; diagnostics: monitoring: medical follow-up services; mental health; developmental 
and rehabilitation services; home health; and hospice care. 

(3) “Essential Support Services’ means services such as transportation services; attendant care; 
homemaker services: day or respite care: benefits advocacy; advocacy services provided through 
public and nonprofit private entities; nutrition services; housing referral services; child welfare and 
family services (including foster care and adoption services); and provision of information and 
counseling on living with HIV disease. et ee 

(4) “Lead Agency” means the agency, Organization. institution or other entity which will assume 
administrative and fiscal responsibility for RWCP Care Consortium Funds. 

(5) “RWCP Reimbursement Rate” is the: . 

(a) maximum Medicaid rate. if one exists, for essential health services and essential support services 
other than those set out in Paragraph (3)(b) and (c) of this Rule; 

(b) interim Medicare rate for medical social services: or 

(c) schedule of payments that shall be developed by the Division of Adult Health for essential health 
services and essential support services other than those set out in Paragraph (5)(a) and (b) of this 
Rule. : : 

(6) “Third Party Payor” is any person or entity that is or may be indirectly liable for the cost of 
services furnished to an eligible person. Third party payors include, without limitation, Medicaid, 


Medicare. and private insurance. 


History Note: Statuory Authority G.S. 1304-223; 
_ Eff. December 1,199. 


0903 ELIGIBLE PROVIDERS: 
(a) The R\WCP may contract with a care consortium or a lead agency designated by a care consor- 


tium to provide essential health services and essential support services for individuals with HIV disease. 
(b) The RWCP may contract with public and private organizations, institutions, agencies. and indi- 
viduals in order to carry out the RWCP. : 
(c) Contracts may be renewed on an annual basis upon determination by the RWCP ofa continuing 
need for essential health and essential support services in the care consortium service area: the per- 
‘formance of the care consortium, the need for services in other areas of the state, and the availability 


of funds. 


History Note: Statutory Authori¢y G.S. 1304-223; 
: Eff. December |, 1991. 


0904 APPLICATIONS FOR RWCP CARE CONSORTIUM FUNDS 
A care consortium interested in contracting for essential health services and essential support services 
must submit an application to the RWCP. The application shall include documentation that the 


consortium: 
Ly 


EE 
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(1) consists of one or more public and one or more nonprofit private i:ealth care and support service 
providers or community-based organizations which: 

(a) operate within counties in North Carolina affected by HIV; 

(b) represent populations and subpopulations reflecting the local incidence of HIV: and 

(c) have a record of service to populations and subpopulations with HIV; 

(2) has consulted with the following entities in establishing a plan for the provision of essential health 
and essential support services: 

(a) public health avencies that provide or support ambulatory and outpatient F{]V-related health 

cure services within the zeouraphic ares to be served; 

(b) Other entity or entities that directly provide ambulatory and outpatient HIV-related health care 

services within the zeouruphic areas to be served: and 

(c) community-based organizations that exist solely for the purpose of providing HIV-related sup- 

port services to individuals with HIV disease; 

(3) has conducted a needs assessment of the geowraphic area to be served and has developed a plan 

~ to institute a comprehensive continuum of services to meet the identified needs: 

(4) has included persons with IIIV disease in the needs assessment and planning stages of the con- 

‘ sortium’s plan: 

(5) has the capacity to coordinate. integrate and expand eXisting services: 

(6) will develop a mechanism to ensure continuity of services through etfective case management: 

(7) can provide services which are cost effective alternatives to hospitalization: . 

(8) wul spend at least 15 percent of its funding to provide health and/or support services to infants, 
children. women and families with HI[V disease; 

(9) has developed a plan tor outreach to rural areas. low income individuals and families with LIIV 
discase. as well as t0 special subpopulations at high msk for HIV infection including but not limited 
to. injecting drug users and their partners, gay and bisexual men, homeless people, and children 
and adolescents at risk for HIV infection; 

(10) will comply with the North Carolina confidentiality laws; 

(11) has created a mechunism to evaluate on a periodic basis the success of the consortium in re- 
sponding to identitied needs and the cost effectiveness of the mechanism employed by the con- 

~  sortium to deliver comprehensive care. ; 
History Note: Statutory Authority GS. 130A-223, 
ELf. Decernber 1, 1991. 


0905 FINANCIAL ELIGIBILITY , 
All persons with HIV disease are financially eligible to receive RWCP essential health services and 
essential support services. 


History Note: Statutory Authority G.S. 1304-223; 
Eff. Decernber |, 199/.---—— Seat 


906 MEDICAL ELIGIBILITY 
<\ person who is determined by a health care professional to have HIV disease and who is determined 
to need essential health services or essential support services is eligible for RWCP services. 


History Note: Statutory Authority G.S. 1301-223; 
Eff. Decernber 1, 1991. 


907 BULLING THE RYAN WHITE HIV CARE PROGRAM 


(a) If an eligtble person’s individual family annual gross income is 100 percent or below the official 
Federal Poverty Guidelines. the care consortium may bill the RWCP the RWCP Reimbursement Rate. 
The care consortium must assure that an elixible person in this income category is not billed. 

(b) If an eligible person's individual family annual gross income is greater than 100 percent of the 
Federal Poverty Guidelines. the care consortium may bill the RWCP as follows: 

(1) 8&5 percent of the RWCP Reimbursement Rate if the eligble person’s gross annual income is 
between or includes 101 percent and 130 percent of Federal Poverty Guidelines: 

(2) 70 percent of the R\VWCP Reimbursement Rate if the eligible person’s gross annual income is 
between or includes 13! percent and 160 percent of Federal Poverty Guidelines: 
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(3) 55 percent of the RWCP Reimbursement Rate if the eligible person’s gross annual income is 
between or includes 161 percent and 190 percent of Federal Poverty Guidelines: 
(4) 40 percent of the RWCP Reimbursement Rate if the eligble person’s gross annual income is 
between or includes 191 percent and 220 percent of Federal Poverty Guidelines: or 
(5) 25 percent of the RWWCP Reimbursement Rate if the eligible person’s gross annual income is 
equal to or greater than 221 percent of Federal Poverty Guidelines. 
(c) An eligible person may be billed for essential health and support services subject to the limitations 
as sect forth in Rule .0908 of this Section. 


History Note: Statutory Authority G.S. 1304-223; 
Eff. December 1. 1991. 


0908 LIMITATIONS ON FEE CHARGES 

(a) Individual and aggregate fee charges to eligible persons receiving essential health and essential 
support services or any other Ryan White C.A.R.E. Act services shall conform to the following lim- 
tations: 

(1) [findividual. family annual gross income is equal to or below 100 percent of the official Federal 
Poverty Guidelines. there shall.be no charge. 

(2) If individual. family annual yross income is equal to 101 to 200 percent of the official Federal 
Poverty Guidelines. then the total allowable annual charges shall be five percent or less of the 
gross income level. 

(3) ff individual. family annual gross income is 201 to 300 percent of the official Federal Poverty 
Guidelines. then the total allowable annual charges shall be seven percent or less of the gross 
income level. ; ; 

(4) If individual. family annual gross income is more than 300 percent of the official Federal Poverty 
Guidelines. then the total allowable annual charges shall be 10 percent or less of the gross in- 
come level. ot Pte : 

(b) Once the total allowable annual charges to an individual/family under the entire Ryan White 
C.A.R.E. Act meet the limitations as set forth in this Rule. the individual/family may no longer be 
charged for RWCP essential health and essential support services. The care consortium may then bill 
the RWCP the full RWCP Reimbursement Rate. 

(c) Individual. family annual gross income shall be determined by the care consortium by a signed 
declaration of cross income and family size by the medically eligible person or a person responsible for 
the eligible person. : 

(d) Once a person's financial status is determined for the purpose of assessing fee charges, the deter- 
mination shall continue for the duration of the care episode. up to a maximum of one year. 

(e) The care consortium shall document each eligtble person’s financial status determination on a 
form provided by the RWCP. we 

(f) The care consortium shall document individual and aggregate annual fees charged to an eligible 
person on a form provided by the program... _ ae bd, 
History Note: Statutory Authority GS. 1304-223; 

Eff. December !. 1991. 


0909 RATES OF REIMBURSEMENT 

(a) Care consortia that contract for reimbursement funds shall be reimbursed for essential health 
services and essential support services provided to eligible persons in an amount and percentage based 
on the RWCP Reimbursement Rate in effect at the time service is rendered, as specified in Rule 
-0902(4) of this Section. ; 

(b) Claims for reimbursement from the RWCP must be documented and reported on a quarteriy 
basis ona form provided by the program. No claims for retmbursement will be accepted by the RWCP 
More than 180 days after the date of delivery of services. If after charging the program. the care con- 
sOrtium receives payment from the elimble person or other third party that would result in the care 
consortium’s receiving more than the RWCP Reunbursement Rate, the consortium shall retmburse the 
R\WCP the difference between the total amount reumbursed from all sources and the RWCP Re- 


unbursement Rate. 


History Note: Statutory Authority G.S. (304-223: 


20 
sss 
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Eff. Decernber 1, 1991. 


910 REDMIBURSEMENT FUNDS: THIRD PARTY PAYORS 
RW CP reimbursement funds shall be used to pay for services not reimbursed by a third party payor. 
‘\ contracting care consortium must take reasonable measures to determine and subsequently collect 


the fuil legal liability of third party payors to pay for services rermbursed by the provram before re- 
questing payment from the RWCP. 


[fistory Note: Statutory eluthority GS. 130A-223; 
Eff. December 1. 199/. ~ 


Mit MONTTFORING 3 

Each caré ‘consortium receiving reimbursement funds shall. submit the following information in a form 
as prescribed by and in the time’ é frames Be risiads in the ' contract: 

(1) RWCP-quarterly teport; ~ wes 

(2) RWCP annual repor: 

(3) Quaneris, expenditure report:. ; 

(+) Other information necessary for the effective sdminiration of RWC Program. 


= o 


History Note: se eiiiery bit rare G. ave 130A+223; eg 
Eff. December I. 1991. + 
0912 AUDITS ” °~" : 


Agency financial and statistical records. patient records, and any othe 
audited by the state as part of the overall monitoring and abe aoe aes ent information may be 
flistory Note: Statutory . duckearias G. S. 130A- 223; 
: Eff. December 1, (991. , 3 


NORTH CAROLINA ADNINISTRATIVE CODE [1[f2/9! Page ¢ 


AIDS Care Branch 
Medical Eligibility Form 


This form should be used to help determine that medical eligibility is adequately documented for 
clients utilizing services available under programs managed by the AIDS Care Branch, such as 
the Ryan White HIV Care Program and the HOPWA Program. This form is not a required part 
of a client’s case file, but may be used to assist the provider agency to document medical 


eligibility for its clients. 

For Persons Infected with HIV: 

Documentation of this client’s medical eligibility has been determined through receipt of the 
following: 

Physician note, record, letter, or other written and signed document referencing client’s 
HIV status; 


C] 


C] Copy of HIV antibody test results; 
[] Copy of medical records referencing HIV status of client; 


Copy of prescription for AZT, ddI, ddC or proof of participation in State HIV 


C] 
Medications Program; 

[] Records from other medical providers referencing client’s HIV status including those 
records provided by a nurse, physician assistant and other health care professional; 


I have checked to determine that the documentation includes: 
Client’s Name or ID Number ____ (initials) 


Client’s HIV status ___ (initials) © oy a 


ees 


For Family Members of Persons Infected with HIV: 
fl This client is a family member of a person infected with HIV. 


The relationship of this client to the person infected with HIV is: 


C] Parent []  Spouse/Partner 
{[] Sibling {[] Other: 
{] Child 
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AIDS Care Branch 
Medical Eligibility Guidelines 


These guidelines should be used to help determine that medical eligibility is adequately 
documented for clients utilizing services available under programs managed by the AIDS Care 
Branch, such as the Ryan White HIV Care Program and the HOPWA Program. 


For Persous Infected with HIV: 
Documentation of medical eligibility for a person infected with HIV may include, but is not 
limited to the following: 


aes Physician note, record, letter, or other written and signed document; 
Ze Copy of HIV antibody test results; 
3. Copy of medical records referencing HIV status of client; 


4, Copy of prescription for AZT, ddI, ddC or proof of participation in State HIV 
Medications Program; or 


ae Records from other medical providers referencing client’s HIV status including those 
records provided by a nurse, physician assistant and other health care professional. 


All information serving as documentation of a client’s medical eligibility should reference the 
client’s name or client ID number. 


_.For Family Members of Persons Infected with HIV: 

Family members are eligible to receive services through pr programs such as the Ryan White HIV 
Care Program and the HOPWA Program. It is not required that the individual infected with 
HIV be a client of the provider agency. However, included in the family member’s client file 
should be a clearly stated notation that the individual is receiving services as a result of the HIV 
status of a relative/significant other. The relationship to the HIV positive person should also be 
noted in the client’s file. This information may be contained in the intake and/or assessment 
form(s), or other appropriate locations. 
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Ryan White HIV CARE Program 
Reimbursement Rates 


Effective April 1, 1994 


Service Description Rate/Units 
Medicaid Rates* 
Case Management ee / 3 minutes 
Private Duty Nursing -66 / 15 minutes 
$2.60 / 15 minutes 
Personal Care : 
. $2.60 / 15 minutes 
Respite Care : 
$2.60 / 15 minutes 
Chore Care ieee 
Homemaker Care : eminau es 
F $42.75 / visit 
Home Health Aide aes 
Skilled Nursing $76.60 / visit 
$75.50 / visit 


Occupational, Speech, 
Physical Therapy 


Medical Social Services $82.97-$122.69 / visit 


: : Medicaid Fee Schedule 
ment 

aeons ea say ata Medicaid Fee Schedule 

sean tek Medicaid Fee Schedule 

Mental Health Counseling/ $13.50 / 15 minutes 


i Outpatient Treatment 


| Hospice Home Care, Institutional Medicaid Rate for the 


Respite, Continuous Home Care Ue vee ideale’ 
Out-patient Alcohol and Agency cost as determined by most 
Substance Abuse Treatment current cost finding procedures 


AIDS Care Branch Rates** 


Benefits Advocacy $3.88 / 15 minutes 


TR WSEOLeatOn Local Transportation 
P Authority Rate 
Be Agency Cost 
IV Medications : 
i -Registered.-Dietician i Dia $8.75/ 15 minutes —~— 
Support Services Agency Cost up to $100 
per person per year 
Emergency Relief Agency Cost up to $500 
per person per year 
Burial Services Agency Cost up to $500 
per person per year 
Legal Assistance Agency Cost up to $500 


per person per year 


* All Medicaid Reimbursement Rates are subject to change by the State Medicaid Program. 
Any change in the State Medicaid Rates should be considered applicable to this program. 


** All AIDS Care Branch rates are subject to change by the AIDS Care Branch only. 
Notification of these changes will follow any such action. 


North Carolina DEHNR, Division of Adult Health Promotion, AIDS Care Branch, PO Box 27687, Raleigh. NC 27611-7687 


1 
¥ 


Ryan White HIV CARE Program 


Consortium ID Number: 


+ Client 1.D. 


2. Date of Intake mo/day/yr 


Bea a 


CLC 


Unknown 


- Gender 


Male 
Female 
Not specified 


Race/Ethnicity Heritage 


White 
African American 
Hispanic 
American Indian 
Asian/Asian American 
Other 

Unknown 


Cease 


000 


OO0O00000 


Employment 


Full-time 

Part-time 

Medically disabled 
Unemployed/nonmedical 
Unemployed/medical 
Unemployed/child/student 
Retired 


0S/33 North Carolina DEHNR, | 


ON00000 


8. 


10. 


11. 


Client Intake Information 


Gross Annual Income 
< - $ 5,000 

$ 5,000 - $15,000 
$15,001 - $25,000 
$25,001 - $35,000 
> - $35,000 


Living Arrangement 


Lives alone in private home 

Lives in private home with 
family/friends 

Lives in foster home/temporary 
arrangement 

Lives in group home 

Hospice or skilled long term 
care facility ' 

Intermediate care/transitional 
facility 

Homeless 

Incarcerated 

Other 

Unknown 


Primary HIV Transmission 


Male/male sexual contact 

IV drug use 

Male/male sexual contact and 
Vv drugs 

TX of hemophilia/coagulation 
disorder 

Heterosexual contact with a 
person with, or at risk for HIV 

Recipient of blood products 

HIV positive parent 

Exposed in health care or 
clinical lab 

Other 

Unknown 

Unknown 


HIV_day/mo/yr 
AIDS day/mo/yr 


ms et 


Unknown 


State of AIDS diaqnosis Unknown 


LU 


© OO OOCG 


OO0000 


O000 0 00 O OO 


Oo oO OOO 


e) 


12 


13 


14 


15 


- Disease Stage 


I: HIV +/asymp. 


ll: HIV +/symp./not CDC-AIDS 
ill: CDC-AIDS 


Unknown 


No 

Injects drugs 

Other illegal substances, does 
not inject drugs 

Alcohol, does not inject drugs 

Alcohol and/or other substances 
and injects drugs 

Unknown 


OOOO 


Current Substance or Alcohol Abuse 


Oo OO O00 


Current Treatment for Substance or 


———————————————————— eee eeeyt 


Alcohol Abusa 


Not applicable 
Unknown 


. Functional Status 


Well generally 

Intermittently ill, but able to 
toilet, eat, bathe, dress 

Intermittently ill, needs 
assistance with some activities 
but generally able to care for 
self 


. Requires substantial assistance 


16 
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Unable to care for self or’ 
bedridden 

Requires full-time care or 
hospitalization/ 
institutionalization 

Unable to assess 


. Caregiver 


Unpaid caregiver 
available/adequate 
Unpaid caregiver 
available/inadequate 
Unpaid caregiver 
unavailable 
Unpaid caregiver 
not needed now 
Unknown 


OO 0000 


® © ©. © 
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Ryan White HIV Care Program 
Client Service Use Form 


INSTRUCTIONS 


The client service use form must be completed and submitted to the AIDS Care Branch no 
later than the 30th of the month following the month in which services were provided. 


Consortium I.D.: 


Reporting mo/yr: 


Client [.D.: 


Eligibility: 


Total Cost: 


Service Provided: 


Definition of Units: 


Number of Units: 


Cost $: 


Enter the consortium |.D. number designated by the AIDS Care 
Branch. 


Enter the month and year (mm/yy) in which services were 
provided. 


Enter the unique client identifier for the client. This number 
should match the client identifier on the client intake form which 


corresponds to this client. 


Enter the percent for which the consortium is eligible to be 
reimbursed for services provided to this client as determined by 


the reimbursement scale provided by the AIDS Care Branch. 


Enter the total cost of all services provided to the client during 
the reporting month. This total should equal the addition of all 
the individual services identified on the service charts. 


Adding the total cost boxes of all clients receiving services in the 
reporting Month will result in the total reimbursement request for 


services for the month. 


This column lists services available through the Ryan White HIV 
Care Program. 


This column defines the units of service for each service 


' described in the "services provided" column. 


Enter the number of units provided to the client for each service 
during the reporting month. 


Enter the amount the consortium is requesting reimbursement 
from the AIDS Care Branch for each service. This number should 
be derived by multiplying the number of units by the 
reimbursement rate for the service and multiplying the total by 
the percent for which the consortium is eligible to be reimbursed. 
The total should be entered into this column. 


This column on each chart should be totaled at the bottom of the 
page. The two totals should then be added together and entered 
into the total cost box at the top of the page. 


Page _—ioff 
N.C. Department of Environment, Health, and Natural Resources 
Division of General Services 


CONTRACT EXPENDITURE REPORT 


/ / ContractNe; © =" =F 
Reporting Period Division/Section/Program 
Contract System No. es es 
Fiscal Year Purchase OrderNo. ss 
Contractor: Purpose: __ 
Project Director: Total Expenditure: $ 


Contractor Authorized Official Contractor Fiscal Officer Division/Section Head 


DEHNR 2481 (Revised 1/94) 
General Services Division (Review 1/96) 


Mail to: Appropriate Division/Section/Program 


EXAMPLE 


Page of 
N.C. Department of Environment, Health, and Natural Resources 
Division of General Services 
CONTRACT EXPENDITURE REPORT 
04,30 / 94 Adult Health/AIDS Care/Ryan White GontractNe,B *- 2 2 2 2 
Reporting Period Division/Section/Program 
Contract SystemNo.1 209 3 4 5 6 7 8 
Fiscal] Year 1994 Purchase OrderNo. 1 2 3 4 5 
Conacetee Lead Agency Name Purpose: FYan White HIV Care Consortium 


Project Director: Name of Project Director Total Expenditure: $ 10,000 


DEHNR 
ITEM |CONTRACTOR| CONTRACT 
: ITEM DESCRIPTION NO. AMOUNT AMOUNT 
| | 


Salary and Fringe 


Operations 


General Services 


Project Director or Board Chair Lead Agency Representative 
Contractor Authorized Official Contractor Fiscal Officer Division/Section Head 


DEHNR 2481 (Revised 1/94) 


Pera SH RGES AB yt evi LE Mail to: Appropriate Division/Section/Program 


Ryan White HIV CARE Program 


Summary Patient and Match Expenditure Reporting Form 
Consortium ID: 


Reporting Month: Year: 


Patient Expenditures 


Total Patient Expenditures Charges to 
Ryan White HIV CARE Program 
Refund to Ryan White HIV CARE 
Program 


Matching Expenditures 


Prepared by: 


5/93 North Carolina DEHNR, Division of Adult Health Promotion, AIDS Care Branch, PO Box 27687, Raleigh, NC 27611-7687 


/ 
Effective Date 


/ 
Termination Date 


Contractor: 


Project Director: 


Contractor Authorized Official 


DEHNR 2482 (Revised 1/94) 
General Services Division (Review 1/96) 


N.C. Department of Environment, Health, and Natural Resources 


Division of General Services 


CONTRACT BUDGET 
ConiraCWING ee ee ng 
Division/Section/Program 
ContractSystem No. ese 
For Fiscal Year Purchase Order No 


DEHNR 
ITEM |CONTRACTOR;}| CONTRACT 
ITEM DESCRIPTION NO. AMOUNT AMOUNT 


Division/Section Head 


DEHNKR Fiscal Management 


EXAMPLE 


Page of 
N.C. Department of Environment, Health, and Natural Resources 
Division of General Services 
CONTRACT BUDGET 
04/01 /94 Adult Health/AIDS Care/Ryan White eanaattine 2 © eee 
Effective Date Division/Section/Program "ha Se 
Contract System No.1 __ oe ft a “a By a £2 
_03/31/95 For Fiscal Year 1994 Purchase OrderNo.1 2 3 4 5S 
Termination Date eS) ere. 
Revision No. [a] LJ 
Contractor: Lead Agency Name panneces Ryan White HIV Care Consortium 
Project Director: Project Director Name Total Budget: $ 0 = 


DEHNR 
CONTRACT 
AMOUNT 


| 
600 |00 


Salary and Fringe 


| 
450 00 


1050 lao 


Operations 


General Services 


Project Director or Board Chair 
Contractor Authorized Official - Division/Section Head DEHNR Fiscal Management 


DEHNR 2482 (Revised 1/94) 
General Services Division (Review 1/96) 


RYAN WHITE HIV CARE PROGRAM 


SERVICE STANDARDS AND SERVICE DEFINITIONS 


CASE MANAGEMENT 


Case management is providing or assuring the provision of a comprehensive 
coordinated continuum of care which includes all essential health and support services 
necessary to maintain the client’s health, safety and well-being in the community. 


Case management must be provided by a qualified case manager. A qualified case 
manager means any one of the following: nurse, physician assistant, family nurse 
practitioner, social worker, an individual with at least a master’s degree in a related human 
service field and two years of Supervised Case management experience, an individual with 
a baccalaureate degree in a related human service field and four years supervised experi- 
ence or completion of a case Manager training program approved by the Ryan White HIV 


CARE Program. 


The case managers responsibilities include the following: 


a. 


b. 


Cc. 


outreach to the client and service provider population; 


client intake; 


completing or assuring the completion of a comprehensive assessment of 
medical, psychosocial, environmental and financial needs; 


development of a plan of care which includes goals, services to be provided, 
and progress notes; 

service implementation, including facilitating the entire service delivery 
process; 

monitoring the client’s situation to assure the quality of care; 

follow-up and reassessment to determine the continued appropriateness of 


the services, the correct level of care, and the continued need for services; 
and ; 


discharge of the client from services. 


PERSONAL CARE SERVICE 


Tasks provided to assist clients with medical needs in such activities as personal 
hygiene, ambulation, meal preparation, and medical monitoring as well as housekeeping 
and home management tasks that are purely incidental to the clients health care needs. 
"Incidental to” means that the housekeeping and home management tasks must be integral 
although secondary to the tasks that relate to the personal care of the client. 


CHORE SERVICE 


Chore service is the provision of care for persons or assistance to persons by 
performing home management or personal care tasks that are essential to the activities of 
daily living. Such tasks are performed to enable individuals to remain in their own homes 
when they are unable to carry out these activities for themselves and when no responsible 


person is available for these tasks. 


Chore service is provided under professional direction and only by persons who 
have received training for the proper performance of such tasks. Professional direction 
means guidance and supervision in implementing a plan of care based on an individual 
assessment of a person’s health status and particular care needs. 


Home management includes tasks related to maintaining the home, shopping for 
and preparing meals, and providing essential transportation for the client. Personal care 


includes tasks related to physical care and feeding of clients. 


RESPITE CARE 


HOMEMAKER SERVICES 


Homemaker services are supportive services provided by qualified paraprofessionals 
who are trained, equipped, assigned, and supervised by the agency to help maintain, 
strengthen, and safeguard the care and functioning of physically or emotionally disabled 
adults in their own homes. These services include providing assistance in management of 
household budgets, planning nutritious meals, purchasing and preparing foods, and help 
with housekeeping duties and basic personal health care. 


The person working as a homemaker must meet the following requirements: 


a. be able to read and write at the 8th grade level and be able to follow 
instructions; 


b. exhibit flexibility, a tolerance for varied lifestyles and respect for 
confidentiality; 


Cc. be able to communicate verbally; 
d. be in good health; 
e. have received training as specified in or equivalent to the U.S. Public Health 


Service curriculum, "A Model Teaching Guide for Homemaker/Home Health 
Aide", or have an equivalent level of experience. 


HOME HEALTH AIDE SERVICES 


Home health aide services can be provided even if a skilled service is not needed; 
however, a registered nurse must make a supervisory visit every two weeks. The primary 
function of a home health aide is the personal care of a patient. The home health aide is 
assigned to a particular patient by a registered nurse. Written instruction for the patient’s 
care are prepared by a registered nurse or therapist as appropriate. 


Personal duties provided by the home health aide include assistance in the activities 
of daily living, such as helping the patient to bathe, to get in and out.af.bed, ta care for 
hair and teeth, and to exercise; assisting the patient in taking medicines specifically 
ordered by the physician which are ordinarily self-administered; retraining the patient in 
necessary self-help skills; and assisting with provision and maintenance of a desirable 
physical environment for the patient in his or her home. 


Medical duties include taking temperature, pulse, respirations and blood pressure; 
weighing the patient; reporting changes in the patient’s conditions and needs; and 
completing appropriate records for the home health agency. 
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Household services that are essential to the patient’s health care - light 
housekeeping, meal preparation, laundering essential to the comfort of the patient, etc. - 
are considered covered services of a home health aide when these activities can be 
documented as necessary adjunct to the patient’s prescribed therapeutic plan of care. 


Light housekeeping may include changing the bed, light cleaning, and 
rearrangement of room furnishings to accommodate the patient’s needs. Meal preparation- 
meeting patient’s nutritional needs-may include purchase of food, meal preparation and 
washing of utensils. Laundering may include being sure that the patient has clean articles 
such as stump socks for amputees, elastic stockings, sleepwear or undergarments for the 


incapacitated patient. 


REGISTERED NURSE SERVICES 


Skilled nursing care consists of those services reasonable and necessary to the 
treatment of an illness or injury and for evaluation and assessment of the patient’s 
condition. These services must be performed by or under the direct supervision of a 
licensed nurse. Skilled services are covered for patients who have reached a maintenance 
level but are able to remain in the home if supervised periodically by an RN or therapist. 


Progress notes for each visit must relate to the physician’s treatment plans and 
goals and should include measurable changes in the patient’s status towards meeting 


those goals. 


Intermittent or part-time nursing services may be provided to a patient by a licensed 
practical nurse when these services are ordered by the patient’s physician and the licensed 


practical nurse is working under the direction of a registered nurse. LPN services are 
assigned and provided in accordance with the current Nurse Practice Act (State Laws) and 


individual home health agency policy. Duties of a licensed practical nurse may include 
preparing clinical and progress notes, assisting the physician and/or registered nurse in 
performing specialized procedures, preparing equipment and materials for treatment, 
observing aseptic techniques as required and assisting the patient in learning appropriate 
self-care techniques. 


.. Progress notes for each.visit must. relate to the physician’s. treatment plans and 
goals which should include measurable changes in the patient’s status towards meeting 


those goals. 


HOURLY NURSE/LPN 


Hourly skilled nursing services and licensed practical nursing services must meet the 
standard set forth for registered nurse services and licensed nurse services above. The 
service is reimbursed at the hourly rate for continuous nursing care which is set by 
Medicaid when it is determined that the patient needs continuous skilled nursing services. 


THERAPY SERVICES 


Any therapy service must be given by a qualified therapist assistant under the 
supervision of a qualified therapist. The qualified therapist assists the physician in 
evaluating levels of function, helps develop the plan of treatment (revising when 
necessary), prepares clinical and progress notes, advises and consults with the family and 
other agency personnel and participates in ongoing programs. 


SPEECH THERAPY 


Speech therapy services must be provided by or under the supervision of a qualified 
speech pathologist or audiologist. Speech therapy services include the application of 
principles, methods testing, evaluation, prediction, counseling, instruction, habilitation or 
rehabilitation related to the development and disorders of speech, voice or language or 
hearing for the purpose of identifying, preventing, ameliorating or modifying such disorders 
and conditions in individuals. 


PHYSICAL THERAPY 


Physical therapy services include the treatment of disease through agents, 
biomechanical and neurophysiological principles and devices to assist in relieving pain, 
restoring maximum bodily functions and preventing disability following disease, injury or 
loss of part of the body. 


OCCUPATIONAL THERAPY 


Occupational therapy services include medically prescribed treatment concerned 
with improving or restoring functions which have been impaired by illness or injury or, 
where functions have been permanently lost or reduced by illness or injury, to improve the 
individual’s ability to perform those tasks required for independent functioning. 


REGISTERED DIETICIAN 


Registered dietician services are appropriate for persons with HIV when they have 
_ at least one of the following indicators:. = 


- any unintentional weight loss 

- 20 lb. weight loss over 6 months 

- losses of fluids and nutrients through nausea, vomiting, diarrhea 

- decreased intake of protein, calories (diet diary, recall) 

- financial/physical hardships preventing procurement/preparation of food 

- drug/nutrient interaction as evidenced by alterations in nutritional lab parameters 
and nutrition-related symptoms 

- use of fad diets 

- self-prescription of diet supplements 

- increase in established kcal/protein requirements 

- diarrhea with specific foods 

- food aversion as evidenced by diarrhea with specific foods and/or nausea and 
vomiting. 
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Nutrition services include the following: 


a. nutrition assessment including a review of the medical history, laboratory 
data and the results of the physical examination, dietary intake and eco- 
social situation; 


b. individualized nutrition care plan development; 

Cc. diet therapy; 

d. education, counseling and follow-up; and 

e. referral to other health and support service providers as appropriate. 


Nutrition services must be provided by a Registered Dietician (registered with the 
Commission on Dietetic Registration) or a Licensed Dietician (licensed by the North 
Carolina Board of Dietetic Licensure). 


MEDICAL SOCIAL SERVICES 


Medical social services Must be provided by a qualified social worker or by a 
qualified social work assistant under the supervision of a qualified social worker, and in 
accordance with the plan of care. The social worker assists the physician and other team 
members in understanding the significant social and emotional factors related to the health 
problems, participates in the development of the plan of treatment, prepares clinical and 
progress notes, works with the family, utilizes appropriate community resources, 
participates in discharge planning and in-service programs, and acts as a consultant to 
other agency personnel. : 


DURABLE MEDICAL EQUIPMENT 


Durable medical equipment is equipment as described in the current medical fee 
equipment schedule published by the north Carolina Medicaid Program (see schedule 
contained in the Ryan White HIV CARE Program Manual). Durable medical equipment is 
equipment that is primarily and customarily used to serve.a_medical_purpose, and generally 
is not useful in the absence of illness or handicap. 


PRIMARY MEDICAL CARE 


Primary medical care are those services described as "Physician services” in the 
North Carolina Medicaid Manual. Services must be provided by a physician or under the 
personal supervision of an individual licensed under State law to practice medicine or 
osteopathy. A Medicaid Fee Schedule Master List is contained in the Ryan White HIV 
CARE Program Manual. 


MEDICAL SUPPLIES 
Medical supplies are supplies describes in the current North Carolina Medicaid 


Program Procedure Code Pricing for Medical Supplies (see schedule contained in the Ryan 
White HIV CARE Manual). 


IV MEDICATIONS 


Provided by a certified home health agency or a home infusion therapy company 
according to regulations promulgated by the North Carolina Medicaid Program. 


HOSPICE SERVICES 


Hospice care is an all-inclusive service for terminally ill clients. For hospice 
purposes, a terminally ill client is one who has a medical prognosis with a life expectancy 
of six months or less as certified by a physician. 


Reimbursement rates for hospices services are prescribes by federal statute. A 
prospective rate is paid according to one of four levels of care; routine, continuous, 
inpatient respite and general inpatient. Rates can be obtained by contacting the local 
hospice program of the North Carolina Medicaid Program. 


The following services are covered hospice services when consistent with the plan of care: 
1. nursing care provided by or under the supervision of a registered nurse; 
2. medical social services provided by a social worker who has at least a 


bachelors from a school accredited or approved by the Council on Social 
Work Education and who is working under the direction of a physician; 


3. physician services; 

4. counseling services; 

5. short-term inpatient care; 

6. medical appliances and supplies including drugs and biologicals; 

Ps home health aide services; and 

8. - -physical, occupational.and speech therapies and-dietary services..-- z) 


MENTAL HEALTH THERAPY/COUNSELING 


Mental health therapy/counseling are services provided by or under the supervision 
of a qualified mental health professional. A qualified mental health professional means any 
one of the following: psychiatrist, psychiatric nurse, practicing psychologist, psychiatric 
social worker, an individual with at least a masters degree in a related human service field 
and two years of supervised clinical experience in mental health services or an individual 
with a baccalaureate degree in a related human service field and four years or supervised 
clinical experience in mental health services. 


Clinical/professional supervision means regularly scheduled assistance by a qualified 
mental health professional to a staff member who is providing direct, therapeutic 
intervention to a client or clients. The purpose of clinical supervision is to ensure that each 
client receives appropriate treatment or habilitation which is consistent with accepted 
standards of practice and the needs of the client. 


BENEFITS ADVOCACY 


A system of development of and referral to resources which includes the following 
components: 


a. assessment of the client’s needs; 

b. determination of resources needed; 

c. development of resources if not readily available; and 
d. referral to appropriate resources. 


DENTAL CARE 


Dental care are services as defined by the North Carolina Medicaid Program. Dental 
services are Subject to prior approval with the exception of emergency dental services and 
certain limited dental services. Failure to obtain approval when required will result in denial 
of payment for services rendered. 


All non-emergency dental services are subject to prior approval except twice a year 
diagnostic evaluation services necessary to develop a treatment plan for prior approval. 
Routine services allowed without prior approval are: 


a. prophylaxis or prophylaxis with fluoride every six months; 


b. two restorations annually; the restoration materials are limited to either 


amalgam fillings (for any teeth) or composites, plastics, silicates or acrylics 
(for anterior teeth); 


c. two non-surgical extractions annually; (a non-surgical extraction is an 
extraction of a single erupted tooth, uncomplicated); 


d. radiographs (two bitewing x-rays are allowed once annually). 
SUPPORT SERVICES 


Support services means Services provided to enhance an individual’s, family’s or 
caregiver’s ability to live optimally with HIV. 


EMERGENCY RELIEF 


Emergency relief may be provided to a client for goods and services which are 
directly and significantly related to the client’s ability to live optimally with HIV and are of 
an emergency nature. Emergency relief may be used to pay for emergency housing, 
clothing, food, and other emergency services. Emergency relief may not be used for the 
purchase of medications. 


TELEPHONE ALERT 


This service pays the monthly service charge or monthly rental charge for a system 
that uses phone lines to alert a central monitoring facility of medical emergencies that 
threaten the client’s well-being. The service may also alert the central facility of other 
situations that threaten the client’s safety. This service does not pay for the purchase 
and/or installation of equipment in the client’s home. The service is reimbursed at the 
Medicaid rate. 


HOME MOBILITY AIDS 


Home mobility aids are items provided to give the client mobility, safety, and 
independence in the home. It is essential that homes of non-ambulatory clients contain 
the adaptions necessary to enable the individual to possess some degree of mobility, and 
remain at home while maintaining the health and safety of the participant. This service 
may not be used to pay for major home renovations or repairs. The service is limited to - 
paying for the purchase and installation of the following specific items: 


a. wheelchair ramps; 

b. safety rails; 

Cc. grab bars; 

d. nonskid surfaces; and 


e. handheld showers. 


OUTPATIENT ALCOHOL AND SUBSTANCE ABUSE TREATMENT 


Outpatient alcohol and substance abuse treatment services must be provided by 
qualified licensed treatment facilities, or certified substance abuse counselor. 


LEGAL ASSISTANCE 


Legal assistance may be provided to assist individuals with the preparation of wills, 
health care powers-of-attorney, legal powers-of-attorney, designation of custody for 


children, etc. Legal assistance may not be used for any other type of service, including 
cases of discrimination. 


BURIAL SERVICES 


Burial services may be provided to assist families with the cost of cremation or 


burial. Burial assistance may only be provided for persons who were infected with HIV. 
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